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Preface 


a ———————— 


This book is intended as an integrated analysis of disordered 
behavior from social psychological and sociological viewpoints. It 
regards disordered behavior as a breakdown in social learning and 
as a result of obstructions in communication and in social partici- 
pation. It views the disordered person as an emergent of his social 
relations within the cultural setting. Though the discussion of dis- 
ordered behavior is limited mainly to the American setting, cross- 
cultural comparisons are also indicated. Its approach to the varied 
types of disorders is developmental and it deals with disordered be- 
havior in sequential phases covering the processes which precede the 
disorder, the behavior during the disorder, and the readjustments 
after the disorder. Though these aspects of disordered behavior can 
not be described in elaborate detail within the scope of one volume, 
all of the more salient facts have been presented. 

I am grateful to the following persons either for having read and 
commented on portions of the book or for illuminating discussions: 
Professor Herbert Blumer, Professor Ernest W. Burgess, Dr. Jerome 
Kavka, Mrs. Fannie Press, Professor David Shakow, Professor J- 
Sidney Slotkin, Dr. John Spiegel, and Dr. Morris Sklansky. I am 
especially grateful to Professor Blumer, editor of this series, for his 
interest in the manuscript, for having read the manuscript twice, 
and for offering constructive suggestions. Of course, these persons 
are in no way responsible for the way I have used their suggestions. 

My thanks are extended to the Social Science Research Council 
for a grant-in-aid for a study of schizophrenia, parts of which were 
incorporated into Chapter Ten, and to Dr. D. Louis Steinberg, 
Superintendent of the Elgin State Hospital, for his co-operation 
with me in this study. Also, I wish to acknowledge the joint study 
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with Professor H. Warren Dunham and Dr. J. Fremont Bateman, 
Superintendent of the Columbus State Hospital, on “Culture and 
Personality of the Mental Hospital.” Sections of Chapter Seventeen 
were first written by me as chapters of that report but have since 
been elaborated considerably by further inquiry. Many materials 
from these and other inquiries which have been used for illustrative 
and documentary purposes are in the author's files. Hence their 
sources have not been acknowledged in the footnotes. 

Mrs. Jane I. Perry, Miss Charlene Palman, and Miss Evelyn 
Schulgasser, who typed the manuscript, deserve my gratitude. And, 
for her patience and encouragement while the manuscript was be- 
ing written, my wife, Mrs. Rita M. Weinberg, merits my deepest 
thanks. 

S. Kirson WEINBERG 
Minneapolis, Minnesota 
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PART I 


Approach and. Theory 


CHAPTER ONE 


The Sociology of Personal Disorders 


This book deals with the effects of social relations upon dis- 
ordered behavior in contemporary American society. It covers the 
kinds of social relations and personality processes which lead to 
disordered behavior, and the social aspects of treating, caring for, 
and preventing disordered behavior. It emphasizes that disordered 
behavior is the result of personal conflicts. 

Conflicts and Personal Disorganization. Personal conflicts arise 
from the social relations and experiences in the various groups in 
which one participates. In these groups, such as the family, peer 
group, school, church, and occupational group, the individual ac- 
quires his language, gestures, status, roles, aspirations, and concep- 
tions of himself; he becomes socialized. But the way he becomes 
socialized depends in large part upon the way he handles his con- 
flicts. 

By conflict we mean any indecision, any fight, any inability to 
reconcile opposing attitudes, contradictory modes of activity, or 
discrepant goals. But, like a two-edged sword, conflict cuts in two 
directions. It can lead to personal growth and maturity or to per- 
sonal retardation and disorder. The processes by which it leads in 
the former or latter direction depend upon whether or not the con- 
flicts are solved. Many conflicts are worked through effortlessly, 
others are resolved after much searching and worry, and still others 
are not solved at all. 

As the basis of personal disorganization, conflict is usually not 
pathological but is a constructive medium to personal reorganiza- 
tion and personal change, for every personal change involves a 
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transitory interlude of indecision. A person can end his indecision 
when he can face his alternatives of action, can make preferences, 
and can act upon the basis of his preferences. One's tastes, interests, 
infatuations, aspirations, and behavior continually change. Fre- 
quently, these personal changes occur so gradually that one hardly 
realizes the transition. For example, when does the girl stop playing 
with dolls, or the boy with marbles? When does the child disavow 
his belief in Santa Claus and the boy abandon his wish of becoming 
a cowboy? 

Many conflicts are solved only after much distress. In this inde- 
cisive interim the disorganized person becomes anxious and restless. 
For example, a college student who was about to graduate was upset 
because his father wanted him to enter his business. The student 
realized that this step implied a loss of freedom and initiative. Be- 
sides, he had a distaste for his father's business and preferred to 
study law. But he did not want to hurt his father. Knowing his 
father's rages, he anticipated no financial aid if he embarked on a 
career different from that of his father's choosing. Pondering alter- 
natives, he sought the advice of friends and could not study. Swayed 
by his girl friend and by a story he had read, 
home and to study law. When he entered | 
became more taxing because he had to work 
has been pleased with his decision and, despi 
has become a better student. 

When experiences are too painful, too humiliating, 
ing to face, one's resultant conflicts may not be solv 
wittingly or deliberately, the person may try 
forget his predicament. Or, facing his stark predicament, he may 
find no satisfactory way of handling it. Without an alternative 
course for constructive action, his conflict and his disorganized 
condition will persist. We refer to this condition as disordered be- 
havior because the person then becomes a problem to himself and is 
more or less incapacitated. Sometimes he may not realize or admit 
that he is in conflict. Troubled, he has to divert time and energy 
to manage his tensions which interfere with his social relations and 
with the performance of his duties. Under these handicaps, the dis- 


ordered person's suffering can be as genuinely distressing as any 
physical illness. 


For example, 


he decided to leave 
aw school, his routine 
as well as study. But he 
te outside employment, 


or too terrify- 


ed at all. Un- 
to escape from and to 


a child was treated with alternate tenderness and 
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ridicule by his mother. When visitors were present or when she was 
“in the mood,” she seemed very affectionate and pleasant to him. 
When they were alone, she either became indifferent or began to 
ridicule him. Her ridicule hurt him deeply because he craved her 
affection. In addition, he could not be sure when she would be kind 
or hostile to him. In his confusion he began to hate her because he 
did not know what responses to expect. But he felt that hating his 
mother was wrong. Besides, if he expressed hate, she would deny him 
the very affection he craved. He did not know how to cope with 
the situation. Although he disavowed his conflicts about loving 
and hating his mother, his conflicts did not disappear but were ex- 
pressed in frightful dreams, in negativism, and in aggressions against 
younger children. 

In another instance an adult who dreaded fires recalled that as a 
child she had been overcome by a fire in the home. She was asleep 
when it happened, and when she awoke she tried to run out, but the 
flames prevented her. Terrified, she started screaming wildly until 
she was rescued by a fireman who carried her to safety. Although 
she forgot the incident, her dread of fires persisted for a long time 
and she could never bear to watch one. 

But dangerous experiences do not always create persistent con- 
flicts; this depends upon the person's attitudes instead of upon the 
external danger alone. For example, a test pilot, while flying a 
newly designed airplane, found that some mechanism had broken 
and he could no longer control the vehicle. Despite strenuous efforts, 
he crashed and was taken to the hospital in a critical condition. He 
hovered between life and death for more than a month but eventu- 
ally recovered. Undaunted by the accident, he insisted upon flying 
an airplane of the same design after its errors had been corrected. 
On the other hand, another test pilot who crash-landed was so un- 
nerved by his experience that he refused to fly another airplane. 

In brief, conflicts cause personal disorganization but lead to 
personal reorganization when they are solved. Conflicts may be 
solved effortlessly, or they may require anxious situational scrutiny 
and self-scrutiny. When conflicts, whether gross or subtle, cannot be 
faced, when personal disorganization recurs, the learning processes 
in the areas of these conflicts become arrested, and a mild or severe 
personal disorder sets in. 

Personal Disorganization and Social Disorganization. Personal 
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disorganization is closely tied in with social disorganization, but the 
two processes do not coincide. By social disorganization we mean 
the conflicts between two or more subgroups or conflicts among the 
members of a given group so that they cannot act toward common 
goals. But a disorganized society is not necessarily composed of dis- 
organized persons. That is, a disorganized group cannot respond 
toward common goals because the participants may have disparate 
goals. At the same time, each participant may be organized in his 
own way. 

Any given society is usually not totally disorganized. Certain 
institutions of the society may be in a transitional or chaotic state 
and may not fulfill the common needs of the participants, but other 
institutions and groups may be relatively organized. For example, 
many industries during war conversion may be disorganized, but 
other groups and institutions may be relatively organized. Although 
social disorganization may prevail in some segments of society, the 
individual may integrate his attitudes by his allegiance with a single 
group. For instance, during a strike two groups may be in conflict, 
but the individual striker may remain organized by his allegiance 
to the striking group. Thus, personal disorganization can be de- 
termined not by group disorganization in the society but by the way 
the individual participates in the group, what influences the group 
has upon him, and how he selects, internalizes, and integrates his 
group influences. 

From this viewpoint the social groups in which one participates can 
provide the direction, content, and even the intensity of his personal 
conflicts. These conflicts may result from the contradictory demands 
of two or more groups, from the inconsistent demands of two domi- 
nant individuals in a single group, and from the unreasonable and 
inconsistent demands of one dominant person. 

Some first-generation Americans of immigrant parents have felt 
conflicting influences between the family and peer Broup. Indi- 
viduals in contradictory roles can experience irreconcilable con- 
flicts, for example, the unfaithful spouse, the policeman who is in 
collusion with criminal interests, and the cultural hybrid who re- 
jects one group and is not accepted by another. 

When two dominant members of a single group have discordant 
goals, they can disorganize each other as well as the group members 
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who depend upon them for guidance—for example, children whose 
parents place contradictory demands upon them or employees who 
must obey two conflicting superiors may not know which way to 
behave. 

Personal disorganization may arise from the inconsistent demands 
of a single dominant person such as the oversolicitous and hostile 
parent who behaves in unpredictable ways can easily confuse the 
child. 

But the individual, by leaving one group for more compatible 
associates, can avert worry and disorganization. The dependent in- 
dividual who cannot leave, however, becomes vulnerable to recur- 
rent conflicts and intense disorganization. 

In brief, personal disorganization ties in with social disorganiza- 
tion on the level of inconsistent, discordant, and disrupted social 
relationships within the specific groups in which a given person 
participates. But the ways he participates in these groups influences 
the ways he internalizes and integrates the meanings of his social 
relationships. 

Cultural Norms and Personal Conflict. But conflicting relations 
imply discordant norms of behavior. Generally, social norms consist 
of the common expectations and demands of the group. However, 
participants in the group may interpret norms differently. For 
example, if a Quaker husband and wife quarrel over the wife's 
failure to attend church, the norms of behavior in the husband's 
group would be those which make church attendance important. 
If an adolescent prefers to loaf rather than to attend school or work, 
his behavior is censured because the family has other expectations 
of his role in the group and of his norms of behavior. Thus, the 
deviant interpretations of the cultural norms by individuals in given 
groups create interpersonal conflicts. The interpersonal conflicts 
can become personal conflicts when the individual internalizes the 
expectations of the group and begins to judge himself as others do. 
A boy who feels guilty if he steals realizes that stealing is "bad" and 
is not expected of him. 

Norms of behavior vary in different cultures and subcultures. 
What is proper in one culture may be improper in another culture. 
This discrepancy pertains especially to jou fast-changing and 
heterogeneous society. Many subcultures juxtaposed side by side 
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sanction discrepant forms of behavior. For instance, the conflicting 
norms between family and adolescent groups may create abiding 
conflicts in the adolescent. 

Personality Disorders as a Category of Behavior. The persistently 
disorganized person who has no accessible means to solve his con- 
flicts or who finds his conflicts too painful to face eventually be- 
comes emotionally incapacitated in some way, whether he escapes 
from his troubles or broods over them. Usually, personality disorders 
have no demonstrable organic pathology, and they differ from or- 
ganic disorders and from mental deficiency. 

Organic disorders arise from demonstrable anatomical pathology 
such as infection of the central nervous system, poisoning, head 
injury, disturbances of the metabolism, glandular changes, or 
growths on the brain, among other conditions. Mental deficiency, 
or feeble-mindedness, does not necessarily result from conflict and 
emotional derangement only; it results also from heredity, from 
brain or sensory injury, from physiological deficiencies, or from 
lack of training.1 

Although personality disorders, organic disorders, and mental 
deficiency are mutually exclusive disabilities with divergent sources, 
these disabilities may be mingled, and one handicap may overlie and 
influence the other. Psychosis may be mixed with feeble-mindedness, 
or brain injury with schizophrenia, or a brain injury may cause 
mental deficiency. 

Types of Personality Disorders. Personality disorders vary in se- 
verity, types of symptoms, and course of development and range 
from simple maladjustments to deteriorated psychoses. We will 
limit our discussion, however, to (1) the neuroses, (2) the psychoses, 
and (3) acting-out disorders. These disorders have been selected be- 
cause they are relatively clear-cut in personality organization, in 
development, and in symptom formation. 

The Neuroses. Neurotic persons usually are mildly disordered. 
From encountering one or a series of threatening experiences, they 
become helpless and, in some measure, emotionally disabled. This 
helplessness is known as anxiety. Their other neurotic reactions, 
such as phobia, hysteria, and obsessive compulsion, arise as defen- 
sive mediums for warding off the anxiety. Sometimes these defenses 


*See Mandel Sherman, Intelligence and Its Deviations, pp. 126-137 (New York: 
The Ronald Press Company, 1945). 
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are not successful and the reactions may be mingled into anxiety- 
hysteria, or anxiety phobia, or anxiety and obsession. Also, some 
neurotic reactions may combine more than one defense, such as 
hysteria and phobia or phobia and compulsiveness. But neurotics, 
despite their relatively disabled condition, are not disoriented, can 
communicate with others, can evaluate their behavior, and can usu- 
ally abide by social controls. Usually able to retain their sense of 
social reality, neurotics can participate and remain socially accepted 
in society. 

The Psychoses. Psychotic persons are severely disordered and are 
characterized chiefly by their disorientation to aspects of the cul- 
ture and to themselves. The two broad psychotic types are schizo- 


phrenia and manic depression. . . 

Schizophrenia, the most frequent of the disorders, is manifested 
by apathy, seclusiveness, emotional withdrawal, and by the substitu- 
tion of private notions for socially shared ideas and feelings. Hence, 
the schizophrenics have lost touch with some phases of social reality. 

Manic depression is a series of emotional disorders with either 
undue elation, as in mania, undue emotional retardation, as in de- 
pression, or in cycles of both. The manic person displays an unusual 
but forced buoyancy which is not founded on actual situations. 
His thinking and actions are scattered and nonpersevering, and he 
Switches from one task to another. The depressive person has 
inverted his aggressions against himself and is so full E self-reproach 
that he becomes either agitated by his woes or overwhelmed and 
retarded in his acting, thinking, and feeling. : 

Psychotics usually have private ideas which are not dücepued and 
often not tolerated by conventional persons. They harbor delu- 
sional beliefs and bizarre ideas, and frequently have hallucinations 
and peculiar body sensations. They are withdrawn, disturbed, 
queer, or hostile, and sometimes they have ciinei " adjusting 
and in controlling and caring for themselves. Ww bashes agitated or 
unconventional, they are considered socially abnormal. Despite 
severe personal conflicts, some milder psychotics can communicate 
and, within limits, can participate in pases groups. 

Acting-out Disorders and Deviant Behadiot. -—— and anu 
Social persons persistently deviate from the norms o MENOR SOGIELY. 
Unable to conform to social demands, they tend to act out rather 
than to inhibit their conflicts and aggressions. But acting-out per- 
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sons vary in their personality make-up and can be classified into 
the following types: (1) the true psychopath, (2) the acting-out 
neurotic, (3) the self-centered, indulged personality, and (4) the 
cultural deviant. Regardless of their personality differences, which 
we will describe in Chapter Twelve, all these types reveal a faulty 
personal development and/or a set of associations which makes 
them less responsive to conventional controls and which impels 
them to deviate from the norms of society. 

Symptoms and Conflicts in Personal Disorders. Symptoms are end 
reactions and indicators of underlying personal conflicts and per- 
sonal disorganization. These symptoms, which cluster into patterns 
or syndromes, generally present a static picture of a given personal 
disorder because the disorder can be understood best by the dyna- 
mics of the person's conflicts. Frequently, these symptoms are de- 
fined as "real" by the afflicted person or by the group, and the 
conflicts are overlooked. Thus, a child who has enuresis or who 
stammers is expressing symptoms of more basic conflicts. But the 
enuresis and stammering, instead of the conflicts, are the behavioral 
forms which hinder the child and disturb the mother. 

Symptoms represent a partial solution to conflicts, but the solution 
works to the person's detriment. For example, a student who fears 
and refuses to take an examination may rationalize that the course 
isn't important anyway. In this way he resolves his conflict in part, 
but at his own expense. Frequently, symptoms represent self- 
defeating behavioral patterns. These patterns persist because dis- 
ordered persons do not necessarily learn from experience. They 
commit and repeat errors to their disadvantage because they are 
motivated by conflicting attitudes which they cannot control and 
frequently cannot understand. 

Many different disorders can be identified and classified by the 
symptoms. For example, symptoms which characterize anxiety be- 
havior differ from symptoms which characterize schizophrenia; the 
subclasses of schizophrenia, such as catatonia and hebephrenia, also 
have different behavior patterns. 

The static approach to disordered behavior involves the descrip- 
tion, classification, and treatment of the given affliction in terms 
of the symptoms. The dynamic approach attempts to understand 
and to treat the disordered person in terms of the meanings and 
conflicts which create the symptoms. 
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Social Reactions to Disordered Behavior. The person who be- 
comes disordered does not terminate his experiences at the time 
of breakdown. Depending upon the severity of his disorder, his 
experiences vary. The neurotic may seek out a psychotherapist in 
order to rid himself of his problems, or he may drift along in his 
neurotic manner. The psychotic who is committed to a mental hos- 
pital will experience a new if unpleasant role and new relationships 
with the clinical personnel, attendants, and other patients. If he 
improves and is discharged, he will be free to renew his former role 


in the larger society. 

"These experiences during 
person's life; this phase may 
reactions of society to the disordered 


react differently to disordered behavior. 
In some nonliterate societies, disturbed and disordered persons 


may seek the tribal shaman or medicine man to banish their "evil 
spirits.” In the early nineteenth century neurofics were ignored, 
mild psychotics were cared for at home, and agitated psychotics were 
treated very harshly. In many contemporary urban coma es? 
disordered persons are generally treated as patients. These social 
reactions, as expressed by the institutional outlets and trained per- 
sonnel, affect disordered "careers." Since social reactions ied among 
cultures, we have limited our discussion largely to the "careers" of 
disordered persons in American society. , i 
Viewpoint of This Book. To orient the reader to the viewpoint of 
this book, we shall present the following broad formulations as a 
summarized view of the amplified discussions in the later chapters. 
Disordered behavior arises in the socialization process within a 
cultural setting. By socialization we mean the bisa E Se rela- 
tions and personal processes which change a biological infant Duo 
à person and which develop and sustain his capaces for symbolic 
communication and social participation. In this socialization process 


/ 1 ich they can handle success- 
Most persons experience conflicts whi h they a 
more or less organized. Some persons, however, 
not handle successfully and thus 


the disorder comprise a phase of the 
be brief or prolonged and involves the 
person, for different societies 


fully and remain 
experience conflicts which they can 
become. di B 
e disorganized. E ortis. 
Diente arises when the person's inability to solve 
or incapacitated condition of varying 


his conflicts leads to a helpless : 2a 
e 2 pen This helplessness results directly or indirectly 
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from obstructions in social participation and in communication. 
It involves a breakdown in social learning, and it arrests or retards 
personal development within the area of conflict, for social learning 
means the ability to select an alternative of action in order to solve 
a problem. 

Since the person is a biosocial unity, disordered behavior is af- 
fected by biological endowments and by biological injuries and 
crises. Seemingly, some individuals, because of their biological 
endowments, are more predisposed to disordered behavior than are 
other individuals. But those persons who are seemingly predisposed 
to disordered behavior do not inevitably become disordered until 
they experience distressing conflicts which incapacitate them. 

Social relations during infancy and childhood decisively influence 
the formative bent of personality but do not determine all types of 
disordered behavior. Some disorders, such as chronic schizophrenia, 
recurrent manic depression, and “true” psychopathy, seem to be 
determined by early social relations. Other disorders, such as the 
milder neuroses and even the milder, temporary psychoses, may be 
influenced but not necessarily determined by early social relations, 
but by later experiences. 

Within limits, different types of social relations may contribute 
to different types of disorders. For example, the contradictory and 
inconsistent relations which may contribute to neurotic anxiety 
vary from the indifferent and transitory relations which may con- 
tribute to psychopathic behavior. 

But the types of social relations which the given person experi- 
ences do not invariably create specific kinds of conflicts or specific 
kinds of disorders. The given person’s conflicts depend upon the 
meanings which he internalizes from these relations and upon his 
subsequent responses. Thus, two individuals may respond differ- 
ently to somewhat similar relations, because each individual in- 
ternalizes different meanings from them. 

Since disordered behavior is defined and treated differently in 
different cultures, the disordered person will experience a different 
sequence of reactions from one culture to the next. The total 
sequence or "carcer" of disordered behavior covers the social rela- 
tions and personality processes which lead to disordered behavior 
and to improvement or recovery. This "career" may be very brief 
or very prolonged, and it varies in different cultures. z 
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Organization of Materials. Four of the five parts of this book 
describe the different phases of the “careers” of disordered persons 


in the contemporary American setting. 

Part I covers the theoretical bases of disordered behavior. Part 
II encompasses the social factors and the different developmental 
processes which lead to neurotic, psychotic, and psychopathic dis- 
orders. The symptoms and dynamic processes which characterize 


the disorders will be presented first, the developmental processes 


which have led up to the disorders will be discussed next, and the 


relationship of the varied disorders to the culture context will be 
analyzed last. Part III includes the particular modes of relationships 
and personality processes in individual and group psychotherapy 
of neurotic disorders. Part IV deals with the treatment and care of 
Psychotic or insane persons in mental hospitals, particularly in state 
mental hospitals. Part V covers (1) the patients’ problems in post- 
hospital readjustment in the community and (2) the principles and 
Measures taken to reduce or to prevent personal disorders. 
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CHAPTER TWO 


Hereditary and. Constitutional Approaches 


to Disordered Behavior 


In the first chapter we described the scope and problems of the 
sociology of disordered behavior. This field of study is one among 
several specialties which deal with disordered behavior, including 
biology and psychology as well as social psychology and sociology.! 
Since the biological processes sometimes limit the social influences 
upon personal disorders, we shall discuss in this chapter the influ- 


ences of heredity, constitution, and the organism generally upon 
disordered behavior.? 


Heredity and Personal Disorders 


Two claims have been made by students who regard personal 
disorders as hereditary: (1) The blood relatives of disordered per- 
sons have a far greater chance of becoming disordered than do 
persons in the general population. (2) The predisposition to a spe- 
cific disorder is inherited. Our purpose is to evaluate the validity of 
these claims. 

The hereditary influences upon personal disorders can be studied 
in three ways. The first way, the “pedigree method,” traces family 
histories in order to find the number of disordered persons in the 


1 Adolph Meyer, “The Psychobiological Point of View,” The Problem of Men- 


tal Disorder, edited by M. Bentley and E. V. Cowdrey (New York: McGraw-Hill 
Book Company, Inc., 1934). 


* See Roy G. Hoskins, The Biology of Schizophrenia (New York: W. W. Norton 
& Company, 1946). 
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family line. The second way compares the expected percentages 
of disorders among blood relatives of disordered persons with the 
expected percentages among the general population. The third and 
perhaps most definite way compares the percentages of disorders 
among identical twins and fraternal twins when one of the pair 
has experienced a breakdown. We will discuss the findings arrived 
at by these techniques in order to evaluate the influences of heredity 
upon schizophrenic, manic-depressive, neurotic, and “psychopathic” 
disorders. 

Schizophrenia. Meyerson | studied 97 families of schizophrenics. 
He found a greater number of psychotic parents for schizophrenics 
than for the general population, but the forebears usually did not 
have the $ame psychosis, nor did their psychoses occur at the same 
period of life.* In the first generation a psychosis usually developed 
in later life in senile or involutional form. In the second generation 
the psychosis occurred à earlier period and in paranoid, manic- 
depressive, or schizophrenic form. Meyerson found also that those 
with paranoid conditions in the first generation had descendants 
who incurred paranoid or schizophrenic psychoses. He concluded 


that. psychotic disorders resulted from damaged or disturbed germ 


plasm, which he called "blastophoria." By his conclusion he indi- 
rectly disagreed with the Mendelian theory which would regard the 


disorders as products of the genes. 


Kallmann has made the most ambitious and definitive studies of 


the inheritance of schizophrenia." In his first study he obtained the 
records of 1,087 hospitalized schizophrenics (called probands) who 
were under 40 years of age and who were committed to the Herz- 
berge Hospital in Berlin during the years from 1893 to 1902. He 
selected his schizophrenic cases from 15,000 records and made his 


own diagnoses from (1) neurological and psychiatric findings, (2) 


3 Sce, for example, Henry H. Goddard, The Kallikaks (New York: The Mac- 
millan Eaa 1913); Richard L. Dugdale, The Jukes (New York: G. P. 
Putnam's Sons, 1877); Arthur H. Estabrook, The Jukes in 1915 (Washing- 
ton, D.C.: Carnegie Institution of Washington, 1916). —— i 3 

* Abraham Meyerson, The Inheritance of Mental Disease (Baltimore: The 
Williams & Wilkins Company, 1925); Abraham Meyerson, "The Relationship of 
Hereditary Factors to Mental Processes," The Inter-relationship of Mind and 
Body (Baltimore: The Williams & Wilkins Company, 1939). 

ë Franz J. Kallmann, The Genetics of Schizophrenia, pp. 106-115 (New York: 


J. J. Augustin, Inc., 1938). 
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onset and progress of the psychosis and, when possible, (3) findings 
in the autopsy. He also compiled information on the relatives of 
these probands and altogether accumulated data on 13,851 persons. 
From these data he computed the following expectancy figures for 
the blood kin of the schizophrenic probands. Children with two 
schizophrenic parents would be expected to become schizophrenic 
in 68.1 cases out of 100. Children with one or two schizophrenic 
parents would be expected to become schizophrenic in 16.4 per cent 
of the cases, or 19 times the expected figure for the general popula- 
tion. (which was 0.85 per cent). Siblings—i.e., brothers and sisters— 
would be expected to become schizophrenic in 11.5 per cent of the 
cases; half siblings in 7.6 per cent; nephews and nieces, 3.9 per cent; 
and grandchildren in 4.3 per cent of the cases. Children of catatonic 
and hebephrenic parents—"nuclear schizophrenics"—would be ex- 
pected to become schizophrenic about twice as frequently as chil- 
dren of paranoid and simple schizophrenic parents—"peripheral 
schizophrenics.” 

Pastore has questioned Kallmann’s conclusions, because of defects 
in his methods. Pastore chiefly criticized the following procedures: 
1) Kallmann’s diagnoses of the forebears of the schizophrenic pro- 
bands seemed very unreliable. Many forebears were committed to 
mental hospitals during the middle of the nineteenth century and 
their records consisted chiefly of anecdotal materials. 2) Kallmann’s 
sample of schizophrenics was not random because it included the 
most severe cases only. Had he included less severe cases, the ex- 
pectancy figures for the offsprings probably would have been lower. 
3) In computing the expectancy figures of offsprings of schizo- 
phrenics, Kallmann included 17 doubtful cases. Had these doubtful 
cases been excluded, the expectancy figures for offsprings would 
have been lower. Also, he counted 35 of 108 offsprings of the schizo- 
phrenic probands although they were not hospitalized. These 35 
non-hospitalized offsprings might have been schizophrenics, but 
Kallmann’s way of selecting them differed from his selection of the 
probands who were all hospitalized. 

Pastore claims that, because of Kallmann’s unreliable diagnostic 
procedures, unsound statistical treatment of data, inadequate 
sampling procedure, and the presence of uncontrolled variables, his 


"See Nicholas Pastore, “The Genetics of Schizophrenia,” Psychological Bul- 
letin, July, 1949, 46:4, pp. 285-302. 


CHART 1 


EXPECTANCY OF SCHIZOPHRENIA AND SCHIZOID PERSONALITY IN BLOOD RFLATIVES OF 
SCHIZOPHRENIC TWIN INDEX CASES.* 


Children of two Children of one Children of two 
normal parents schizophrenic parent schizophrenic parents 


Half siblings 


Step siblings 
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"She Genetic Theory of Schizophrenia," American 
103. pp- 309-322. 
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* From Franz J. Kallmann 
Journal of Psychiatry, 1946, 
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inquiry did not provide "reliable information" for assessing the 
hereditary basis of schizophrenia. 

In a later and more reliable study of schizophrenia, Kallmann 
gathered information on 794 twin index cases and their families.5 
He found from his analysis that the expectancy figures of schizo- 
phrenia decreased as the blood relationship became more distant. 
Thus, when one of a pair of identical twins was schizophrenic, 85.8 
per cent of the other identical twins also would be expected to be 
schizophrenic. Twins reared in the same environment had a percent- 
age of 91.5, and twins reared in different environments had a per- 
centage of 77.6. When one of the fraternal twins had schizophrenia, 
only 14.7 per cent of the other fraternal twins would be expected to 
have this disorder. Full siblings who were not twins had a slightly 
smaller expectancy figure than fraternal twins—14.3 per cent. Half 
siblings who had one common biological parent had an expectancy 
figure of schizophrenia of 7.3 per cent. Stepsiblings who were not 
blood relatives had an expectancy figure of 1.8 per cent. 

Case Studies of Twins. Kallmann illustrated the workings of 
heredity by varied cases. We have selected two types of cases to illus- 
trate his theory. In one case two identical twins were reared in 
supposedly different environments, but both twins broke down. 
In another case, two fraternal twins were reared in an approxi- 
mately similar environment, but only the biologically underde- 
veloped twin broke down. 

Identical twins: Kaete and Lisa were normal physically and 
difficult to tell apart.? Soon after birth each twin was adopted by a 
different maternal uncle. They grew up completely apart because 
the uncles lived in different cities, and during the first ten years of 
life saw each other very briefly. : 

Despite their separation, different foster parents, and “different 
environments,” the twins developed in similar fashion. They were 
problem children, hard to teach, stubborn, indifferent, and cal- 

* Ibid. 

* These cases were obtained over a nine-year period from the resident popula- 
tion and new admissions in the New York mental hospitals which were super- 
vised by the New York State Department of Mental Hygiene. These cases 
actually constituted 691 pairs of twins, but sometimes two twins who were index 
cases were counted. This accounted for 794 index cases. 


"Franz J. Kallmann, The Genetics of Schizophrenia, pp. 207-209 (New York: 
J. J. Augustin, Inc., 1938). 
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loused. Physically, they were of the same size, had the same features, 


and were rather pretty. 
After they left school their careers began to diverge. Kaete began 


to work in a factory, and Lisa became a domestic servant. At the: 
age of 15 Kaete was seduced by a fellow worker and gave birth to a 
baby who was entrusted to an orphanage. After the birth Kaete 
became excited, disturbed, and full of anxiety, and then lapsed into 
a catatonic stupor. She was committed to a mental hospital, im- 
proved in about one year, and was discharged under family care. 
Within another year she had another catatonic breakdown and was 
returned to the hospital, where her condition became worse. 

At about the time of Kaete's second breakdown, Lisa, who had 
been in a relatively protected environment as a domestic, began to 
show increasing helplessness and emotional indifference, and within 
a few months she too was entrusted to the same mental hospital as 
a catatonic. Lisa's condition, however, was never so severe as Kaete's. 

Fraternal twins: 'These female fraternal twins were 2 years old 
when abandoned by a psychotic and alcoholic mother.!? Reared in 
different charity homes until the age of 10, they were then returned 
to the father, an irresponsible alcoholic. They were maltreated by 
their father and by their stepmother who considered them incor- 
rigible and mentally retarded and eventually deserted them. When 
18 years old, they were incestuously assaulted by the father and were 
then entrusted to an institution. Although one twin began to mani- 
fest schizophrenic reactions, the other twin, who was 5 inches taller 
and about 30 pounds heavier than the first, developed normally. 


Kallmann’s Conclusions. Kallmann cited these cases to prove that 
al as the inherited constitution in the 


the environment is not so cruci í 
ia. In the case of the first set of twins, 


development of schizophrenia. 2d à 

both girls were reared in different environments, had different 

experiences, and both became schizophrenic. suen regarded 

this fact as evidence of a predispositional taint" to schizophrenia. 
le about his conclusions. First, 


. ; (a 
But certain reservations can be ma : : 
the environments were not 50 dissimilar as Kallmann emphasized, 


because each child was reared by different maternal uncles whom 
a 


á and* s: Berrera, "The Heredoconstitutional 

Medians i (predisposition and Resistance to Schizophrenia,” The American 
anisms of Pr j :4, p. 549. 

Journal of Psychiatry. January, 1942, 98:4, p 
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Kallmann described as "eccentric borderline cases" or "schizoids." !! 
Second, the twins' mode of rearing and their relationships with the 
foster parents were taken for granted, but these relationships might 
have been crucial in their subsequent breakdowns. Third, the dis- 
order in each girl appeared benign rather than severe. In fact, 
Kallmann granted that had he not known that Kaete was a twin and 
that her sister had broken down, he would have called it a "sympto- 
matic psychosis." Fourth, stress situations in each case were appar- 
ent, and were more apparent in the first twin than in the second. 
Consistently, the first twin had the more severe disorder. 

In spite of these reservations, the important fact is that both twins 
reacted to adverse situations in a schizophrenic or quasi-schizo- 
phrenic manner. Perhaps this fact shows that the specificity of a 
schizophrenic reaction may be influenced if not determined by 
hereditary predispositions. 

With reference to the second illustration we find that, despite 
similar environments, only the fraternal twin who was underdevel- 
oped biologically broke down; the other did not. Since little is 
known of the social influences of these fraternal twins, seemingly 
these biological differences may have been crucial in precipitating 
the disorder of one twin and not of the other. Yet we need definite 
evidence to understand the meaningful reactions of the twins before 
we can definitely conclude that their inherited predispositions were 
decisively responsible for their different reactions. 

Conclusions. Heredity and Schizophrenia. Blood relatives of 
schizophrenics have a higher proportion of schizophrenic disorders 
than does the general population. Identical twins have a signifi- 
cantly higher percentage of schizophrenics than fraternal twins, 
when one of the pair is affected. Kallmann, Rosanoff, and others * 
conclude that a hereditary predisposition affects the specificity of 
the schizophrenic reaction when adverse and critical experiences 
occur. This does not mean that schizophrenia is inevitably inherited, 
but that, under given conditions of stress, the predisposed person 
may have a schizophrenic breakdown. But predisposition, as it has 
actually been studied, means that the closer one's blood relationship 
to a schizophrenic, the greater are his chances of breaking down. 

Hence, schizophrenia is a result of many factors, including con- 


"Franz J. Kallmann, The Genetics of Schizophrenia, p. 108 (New York: 
J. J. Augustin, Inc., 1938). 
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stitutional changes and personal reactions as well as innate predis- 
positions. Since many "predisposed" individuals would not break 
down if they did not experience stress situations, the social experi- 
ences in effect are decisive in determing whether or not the break- 
down will occur. 

Kallmann did not claim a Mendelian ratio for his expectancy 
figures of schizophrenia. Also, he considered the workings of the in- 
herited predisposition in schizophrenia to be autosomal—i.e., not sex 
linked—and recessive. He regarded the disorder as recessive because 
he found schizophrenic offspring so frequent among inbred mar- 
riages; this latter inference also requires certam qualifications, which 
are discussed in the section dealing with the influence of the “‘in- 
grown family” upon schizophrenia, in Chapter Nine, pages 188-199. 

Manic Depression. Manic depression in some form occurs thirty 
times as frequently among close relatives of manic depressives as 
among unselected groups in the general population. In-60 to 80 per 
cent of the cases of manic depression, this disorder also appeared in 
some member in the direct family line.?* Slater found that nearly 
15 per cent of the parents and 13 per cent ot the piolines g sare 
depressive patients were similarly affected. i E mena ast, kn y z out 
0.5 per cent of the general population would be expecte tor aE 
close relatives with manic depression. In a study GE 20 paie af 
identical twins and 35 pairs of fraternal twins, Rosanoft found that 
when manic depression occurred in one identical twin, it ne 
in the other twin in 69.6 per cent of the cases. When one fraternal 
twin was manic-depressive, the other twin was affected in 16.4 per 


cent of the cases.!* 
As in schizophrenia many 
periences, and body changes, 


factors, such as heredity, personal ex- 
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depression. The hypothesis that a single dominant gene is respon- 
sible for manic depression appears very questionable. 

There are a variety of manic-depressive predispositions. Although 
most of them may be inherited as dominant traits, social influences 
do affect the actual breakdown of manic depression. Also, the se- 
verity of this disorder varies among members in the same family, 
and sometimes a generation is skipped before this disorder may 
recur. 

Neuroses. Neuroses, like psychoses, exist more frequently among 
members of the same family than among family members in the 
general population. Cobb, in a study of family lineage, found that 
of 73 persons with a neurocirculatory disorder—i.e., anxiety neuro- 
sis—47 per cent of their mothers had a similar disorder. In the 
control group of normals, only 4.9 per cent of the mothers were 
neurotic. Of the neurotics 20 per cent had neurotic fathers, but none 
of the fathers of the controls were neurotic; 12.4 per cent of the 
neurotics’ siblings but none of the controls’ siblings were neurotic. 
Gillespie found that 20 per cent of the parents of neurotics had 
similar neuroses and that another 20 per cent of the parents were 
unstable in other ways. Paskind found that 51 per cent of the 
parents of 890 neurotics were also neurotic.18 

Although neurotics may appear frequently in the same family, 
whether parents and siblings or siblings only, this phenomenon 
alone does not mean that neuroses are hereditary. In fact, the he- 
reditary aspects of neuroses are very difficult to investigate. Penrose 
has pointed out that, since most persons have some neurotic symp- 
toms, the very investigations of the presence or absence of neurotic 
constitutions among family members are not very reliable. Cobb has 
also recognized that the incidence of a neurotic disorder in the same 
family does not prove that it is hereditary because social influences 
must also be considered? Although emotional instability on the 

"Stanley Cobb, "Integration of Medical and Psychiatric Problems," Psychi- 
atric Research: Harvard University Monograph in Medicine and Public Health, 
No. 9, p. 60 (Cambridge, Mass.: Harvard University Press, 1947). 


“R. D. Gillespie, Psychological Effects of War (New York: W. W. Norton & 
Company, 1942). 

18 Henry A. Paskind, "Heredity of Patients with Psychasthenia," Archives of 
Neurology and Psychiatry, 1933, 29, pp. 1305-1310. 

7 L. S. Penrose, “Heredity,” Personality and the Behavior Disorders, edited by 
J. McV. Hunt, p. 519 (New York: The Ronald Press Co., 1944); Stanley Cobb, 
"Integration of Medical and Psychiatric Problems," Psychiatric Research, p. 60 
(Cambridge, Mass.: Harvard University Press, 1947). 
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innate temperamental level may possibly be inherited, the early 
parent-child relationships and later experiences are far more decisive 
in influencing personal stability or personal instability. 

Acting-out Disorders: Psychopathy and Criminality. Acting-out 
disorders cover the types of behavior which lead to criminality and 
to perverse and destructive behavior generally. But this category 
of personal disorders is so vaguely defined that the influence of 
heredity may be questioned at the outset. 

Kallmann found that expected percentages of psychopathy did 
not follow nearness of blood kinship.? Children of psychopaths 
had a higher expected percentage, 17.0, than siblings, 10.7. Grand- 
children and great-grandchildren also had higher percentages than 
the siblings—14.0 and 13.8, respectively. He attributed this increase 
among the children and grandchildren to the decline of family 
status after the psychopathic probands were committed to the hos- 
pital. Although this conclusion seems plausible, Kallmann’s second 
conclusion seems very questionable. He maintained that, since the 
descendants declined in social status, their marriage partners in this 
new environment were somehow tainted with psychopathic tenden- 
cies. 

Lange studied 30 pairs of twins in which one of each pair was a 
criminal.2! Thirteen were identical twins and seventeen were frater- 
nal twins. When one twin had a prison record, 77 per cent of the 
identical twins but only 12 per cent of the fraternal twins also had 
prison records. Though Lange showed that the similarity of crimi- 
nality in identical twins was 6.4 times that of fraternal twins, other 
studies by the same methods get a 1.4 to 1 ratio.?? 

Lange’s conclusions have been criticized for two main reasons. 
First, the number of cases used was small. Second, the classification 
of twins as identical or fraternal was frequently doubtful because 
evidence about birth seldom was available. 

Sutherland also has shown that more identical twins than frater- 
nal twins came from “bad families.” ?? Since identical twins were 


? Franz J. Kallmann, The Genetics of Schizophrenia, pp. 214—225. 

* Johannes Lange, Crime and Destiny, translated by Charlotte Haldane (New 
York: C. Boni, 1930). ima a : 

™See also Aaron J. Rosanoff et al., “Criminality and Delinquency in Twins,” 
Journal of Criminal Law and Criminology, January-February, 1934, 24:5 pp. 
923-934. 

? E. H. Sutherland, Principles of Criminology, pp. 103-119 (Philadelphia: 
J. B. Lippincott Company, 1947). 
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more likely to be treated the same way by other persons because they 
could not be told apart, they experienced a more similar social en- 
vironment than did fraternal twins. In short, despite some attempts 
to find the hereditary bases of psychopathy and of criminality, the 
claims seem untenable. 


The Constitution and Personal Disorders 


The constitutional aspect of the personality has been regarded as 
the combination of innate tendencies and earliest life influences, 
but for our purposes we will equate this term with body type or 
physique. The pertinence of body types to personal disorders 
received attention initially from Kretchmer. In his studies Kretch- 
mer related physique to character and body types to manic depres- 
sion and schizophrenia.? 

Using Swabian peasants as his subjects, Kretchmer amassed data 
to formulate such body types as the pyknic, athletic, and asthenic, 
besides the dysplastic, and sundry varieties of other body types. The 
pyknic is rotund, with well-developed body cavities in the stomach, 
breast, and head; he reaches his most typical body build between the 
ages of 30 and 40. His mood type is circular, alternating between gay 
and sad. When a pyknic breaks down, he usually becomes manic- 
depressive. By contrast, the asthenic is gaunt, narrowly built, has 
delicately boned hands, a narrow flat chest, and a stomach devoid 
of fat. He is sensitive and seclusive. When he breaks down, he tends 
to become schizophrenic. The athletic type is muscular and thickly 
built and also tends toward schizophrenia. Later, Kretchmer com- 
bined the asthenic and athletic types into one category which he 
called leptosomatic. 

Studies based upon normal and psychotic subjects seem to 
challenge some of Kretchmer's findings. Though a relationship 
is observed between asthenia and schizophrenia, a corresponding 
relationship is not observed between the pyknic type and manic 
depression. The most serious objection to Kretchmer's results was 
the differential age levels of manic depressives and schizophrenics.?5 


? Ernest Kretchmer, Ph 
Company, Inc., 1925). 

= See M. L. Farber, “A Critique and an Investigation of Kretchmer’s Theory,” 
Journal of Abnormal and Social Psychology, 1938, XXXIII:4, pp. 398-404. 
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HEREDITARY AND CONSTITUTIONAL APPROACHES 25 


Apparently, Kretchmer claimed too much in his studies, but his 
general conclusion that the body type influences the direction of 
certain psychotic disorders may be plausible and has been pursued 
with greater empirical refinement by Sheldon and his associates.?6 

Sheldon found that anthropometric measurements were unsatis- 
factory in deriving body types. Instead, he used films of frontal, 


lateral, and dorsal positions of 4,000 college and noncollege sub- 


jects which were then arranged on a tridimensional scale of body 


build or somatotype. On the basis of 17 criteria with a l to 7 degree 
of intensity for each trait, Sheldon derived 76 different body types 
Which he placed along a continuum? The three large brackets of 
those types were the endomorph, which approximates the pyknic, 
the mesomorph, which resembles the athletic type, and the ecto- 
morph, which approximates the asthenic.?? In a later d vers 
€volved prepotent temperamental types or trait casters mom Lion 
body types. The fat endomorph centers his activity around the 
viscera, loves food and comfort, is sociable, and is called the viscera- 
tonic. The muscular mesomorph has vigorous body assertiveness, 
is energetic and aggressive, and is called the somatotonic. The thin 


€ctomorph is seclusive, restrained, sociophobic, and inhibited, and is 

called the cerebrotonic.®° In an analysis of two h undred cases, ithe 

correlations between physique and EM IL seemingly substan- 
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TABLE 1 
INTRACORRELATIONS AND INTERCORRELATIONS AMONG THE PRIMARY COMPONENTS * 


Viscera- Meso- Somato- Ecto- Cerebro- 
tonia morphy tonia morphy tonia 
Endomorphy +0.79 —0.29 —0.29 —0.41 —0.32 
Visceratonia =0:23 —0.34 —0.41 —0.37 
Mesomorphy +0.82 —0.63 —0.58 
Somatotonia —0.53 —0.62 
Ectomorphy +0.83 


* From William H. Sheldon, “Constitutional Factors in Personality," Personality 


and the Behavior Disorders, edited by J. McV. Hunt, p. 544 (New York: The Ronald 
Press Co., 1944). 


orders, Sheldon and his associates devised three psychotic components 
—affective, paranoid, and heboid. These psychotic components were 
given a l- to 7-point rating ranging from a complete lack to a most 
extreme presence of the particular component. By correlating the 
type of psychotic behavior with the body type, Sheldon found that 
the affective patients seemed to be mesomorphic endomorphs, i.e., 
they had both muscle and viscera but lacked ectomorphic compo- 
nents. The paranoids tended toward mesomorphy. The heboids 
tended toward ectomorphy and lacked components of mesomorphy. 
These differences can be seen in Table 2. 


TABLE 2 
BODY TYPE AND PSYCHOTIC BEHAVIOR REACTIONS * 


Psychotic Reaction 


Body Type Affective Paranoid Heboid 
Endomorphy +0.509 —0.060 —0.302 
Mesomorphy +0.468 +0.536 —0.612 
Ectomorphy —0.638 —0.283 +0.542 


* From Phyllis Wittman, William H. Sheldon, and Chas. J. Katz, “A Study of 
the Relationship between Constitutional Variations and Fundamental Psychotic 


Behavior Reactions,” Journal of Nervous and Mental Disease, December, 1948, 108:6, 
p. 472. 


From these 312 cases in Table 3 we see that, when temperament 
types were correlated with psychotic types, the correlations were 
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higher, which indicates that factors other than body type influence 
temperament. These findings indicate, too, that temperament may 
have a real influence upon the direction of a given disorder. 


TABLE 3 
TEMPERAMENT TYPES AND PSYCHOTIC BEHAVIOR REACTIONS * 


‘Temperament Psychotic Reaction 

Type Affective Paranoid Heboid 
Visceratonic +0.733 +0.197 —0.565 
Somatotonic +0.165 +0.688 —0.456 
Cerebrotonic —0.705 —0.554 +0.808 


* From Phyllis Wittman, William H. Sheldon, and Chas. J. Katz, “A Study of 
the Relationship between Constitutional Variations and Fundamental Psychotic 
Behavior Reactions,” Journal of Nervous and Mental Disease, December, 1948, 108:6, 


p. 472. 


As a determinant of the "functional psychoses," the body type of 
the person may reveal the direction of a disorder when a breakdown 
occurs. Though body type or morphology may have some influence 
upon temperament, other factors apparently also contribute to the 


temperamental formation of the personality. 


The Place of the Organism in Personal Disorders 


We have described the extent to which heredity, body types, 
and temperament contribute to disordered behavior. The dynamic 
physiological processes involved in the specific disorder still require 
further clarification. To say that John Que became schizophrenic 
because his father was psychotic and because he was lean and physi- 
cally weak does not tell us very much. In other words, we should 
know what organic processes made him less resistant to intolerable 
experiences so that he did break down, and what organic process 
contributed to his specific type of breakdown. 

The personality behaves as a unity, and the segments of “mind” 
and “body” work as indivisible aspects of that unity. The person 
has certain physical endowments and acquired reactions which, in 
combination, contribute to his ordered or disordered condition. 
The physical aspects cover (1) inherited constitution, (2) birth 
injuries, and (3) diseases and injuries during childhood and later 
life. The social experiences cover (1) modes of family relationship, 
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(2) subsequent intimate relationships and experiences in marital, 
friendship, and neighborhood groups, and (3) subsequent imper- 
sonal relationships in business and in other social groups. All these 
aspects of the total personality influence each other. 

The pertinent problems concerning organic features in personal 
disorders center about the fact that as yet no “causal” relationship 
has been established between organic pathology and personal dis- 
orders. 

At one time it was thought that brain changes were responsible 
for personality disorders. For decades brain physiologists made au- 
topsies of dead patients. This research has not been abandoned, 
but it has become more pertinent. The aim in the study of the brain 
is to find the effects and the correlative changes in the brain for 
given disorders instead of trying to discover the “causes.” Schizo- 
phrenia and manic depression may involve disturbed brain func- 
tions, but this does not tell us whether the disturbed brain functions 
caused, accompanied, or resulted from the personality disorders. 

The function of the glands in psychotic behavior, although a 
relatively dark continent, still has some bearing upon certain psy- 
chotic disorders. Generally, hyperthyroidism may create hyperactiv- 
ity and conditions which resemble agitated depressions or manic 
behavior. Nielsen and Thompson report a case in which an individ- 
ual took an overdose of thyroid extract and became intensely 
agitated and depressed. When the extract was not imbibed, he 
apparently improved. But it is not known why his hyperactivity 
assumed a depressed form. It is possible that the excess intake of the 
thyroid may have aggravated a depressed condition.31 

The influence of vitamin deficiency upon disordered behavior 
has not been completely investigated, but it has been pointed out 
that the deficiency of vitamin Bl may lead to deranged behavior. 
A nutritional experiment was conducted on 12 patients who had a 
deficiency of vitamin B1. All the patients became irritable, combata- 
tive, unco-operative, fearful, and depressed; they had memory 
lapses, became confused, had headaches and backaches, and became 
very much irritated by loud noises 32 


* John M. Nielsen and G. N. Thompson, The Engrammes 
359-362 (Springfield, Ill.: Charles C. Thomas, Publisher, 1947). 
^ R. M. Wilder, "Symptoms and Signs of Thiamine Deficiency," Publications 


of the Association for Nervous and Mental Diseases (Baltimore: The Williams & 
Wilkins Company, 1940). 
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The organism plays a part in the resistance or lack of resistance 
in resolving conflicts and hence in neurotic and psychotic break- 
downs. In experiments on animals, such as on dogs and rats, it was 
found that sturdy animals resisted breakdowns more readily than 
did weaker animals.? Lewis has suggested that clumsy, awkward 
individuals who have difficulty in physical adjustments also may be- 
come predisposed to emotional disturbances and conflicts and may 
become psychotic2* Perhaps weaker individuals who become ex- 
hausted more easily than sturdy persons may also be more prone 
to given personality disorders.** 

Specific defensive reactions and symptoms may be influenced by 
organic conditions as well as by social experiences. It is not known 
definitely whether one individual will respond to a series of intoler- 
able experiences by a neurotic reaction, by a schizophrenic reaction, 
by a depressive reaction, or by a psychosomatic affliction. Very 
likely the organism, by somatic compliance, may play a part in these 
distinct reactions, but how and in what manner this is done has not 
been definitely ascertained. 

Also, physical disturbances may affect the organism in ways some- 
what similar to very disturbing emotional experiences. For example, 
anxiety frequently results from threatening social experiences, but 
an anxiety condition can be induced by outside physical means. 
Gerard has traced this sequence as follows:39 

- . . anxiety leads to overbreathing, extra carbon is washed out and 

the blood content lowered, low carbon dioxide induces constriction 

of cerebral vessels and inadequate nourishment of certain neurones, 
local metabolic disturbance evokes discharges. One can reproduce 


by controlling CO, in the inspired air, the full symptomatology of 
disordered action of the heart or neurocirculatory asthenia [i.e., 


anxiety]. 


In general, the increased knowledge of the physiological aspects 
of disordered behavior does not preclude the importance of the 


%3See Ivan Pavlov, Conditioned Reflexes and Psychiatry, translated by 
W. Horsely Gantt (New York: International Publishers Company, 1941), 

* Nolan D. C. Lewis, Constitutional Factors in Dementia Praecox (Washing- 
ton, D.C.: Nervous and Mental Disease Publishing Company, 1923). 

* Franz J. Kallmann and S. Eugene Berrera, "The Heredoconstitutional Mecha- 
nisms of Predisposition and Resistance to Schizophrenia, ' The American Journal 
of Psychiatry, January, 1942, 98:4, pp- 514-550. . i 

? Ralph W. Gerard, “Physiology and Psychiatry,” The American Journal of 
Psychiatry, September, 1949, 106:3, p. 163. 
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social experiences of the individual. The physiological and social 
psychological are different dimensions of personality. The attempt 
to explain social psychological experiences by physiological mecha- 
nisms inevitably reduces one level of reality to another and can have 
only distorted consequences. We cannot explain life by analyzing 
the components of a cell. We cannot explain types of interactions or 
socialized meanings by the physiological workings of the body. Dis- 
ordered behavior is influenced by physiological processes but it is 
also influenced by the types of social relations and meanings the 
person acquires in his series of groups. For this reason we turn now 
to the influences of social relations upon disordered behavior in 
order to present a more complete picture of disordered behavior. 
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CHAPTER THREE 


Social. Relations as Perspective 


_ —M— ed 


In the first chapter we pointed out that this book aims to under- 
stand the influence of social relations upon disordered behavior. In 
the second chapter we described those organic processes which con- 
tribute to disordered behavior and which limit the favorable or 
adverse effects of social experiences. In this chapter we shall trace 
the spreading interest in social relations as a perspective to dis- 
ordered behavior among several disciplines which deal with dis- 
ordered behavior. 

This interest in social relations spread to these fields because 
of (1) the unsuccessful efforts to understand some psychotic dis- 
orders on the basis of organic pathology only, (2) the efforts to find 
an intermediate area between impersonal cultural norms and the 
behavior of the biological individual, (3) the attempts to under- 
stand clearly and explicitly the patient-therapist relationship, and 
(4) the general recognition of the effects of social relations upon 
human behavior and motivation. Within the past three decades, 
particularly within the past ten years, the study of social relations 
has become increasingly important as a perspective or factor for 
understanding disordered behavior among such diverse disciplines 
as psychiatry, psychoanalysis, sociometry, psychiatric social work, 
psychology, sociology, and anthropology. 

Psychiatry. Psychiatry as a branch of medicine deals with 
the diagnosis, understanding, and treatment of “mental disease.” 
Through the years its conception of personality and of disordered 
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behavior has changed considerably.! Initially, psychiatrists confined 
their practice to hospitalized psychotics and regarded them as ailing 
organisms. Not until the twentieth century, when the influence of 
psychobiology and psychoanalysis began to make headway against 
powerful Kraepelinian or biological traditions, did psychiatrists 
give more attention to the social and psychological phases of per- 
sonality. The psychobiological psychiatrists recognized that the 
patient was an active being in a total environment instead of a 
static organism; hence they began to study the social aspects of 
personality with other facets of behavior.? 

In trying to understand the disordered person, especially the child, 
psychiatrists had to recognize the influence of social relations upon 
the patient’s condition. For example, Bunker acknowledged that 
it was very difficult to treat the child as an isolated unit instead of 


as an integrated part of a group.* 
This approach also became widespread among specialists in child 


guidance, in mental hygiene, and among those psychiatrists who 
were influenced directly by social sciences.* White, for example, 
considered the understanding of social relations as the beginning 
of a “social psychiatry which deals with man as a social being in his 
relations to his fellows."5 By 1934, Bentley was able to contrast the 


1 Before the Civil War some psychiatrists believed in the "moral" Or social 
causes of psychoses. This view was influenced by Pinel and Esquirol of France. 
But with the rise of neurology after the Civil War and the influence of 
Kraepelin in the late nineteenth and early twentieth centuries, the biological 
approach dominated psychiatry until about theesecond quarter of the twentieth 
century, See Gregory Zilboorg and G. W. Henry, 4 History of Medical Psychology 
(New York: W. W. Norton & Company, 1941). N 

? Alfred Lief (editor), The' Commonsense Psychiatry of ip. Adolph Meyer 
(New York: McGraw-Hill Book Company, Inc, 1948); W. Muncie, Psycho- 
biology and Psychiatry (St. Louis: The C. V. Mosby Company, Medical Pub- 


lishers, 1939). 
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of Psychiatry, March, 1928, VII:5, pp- 729-747; Herman Adler, The Relation 
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chiatry, April, 1927, VI, pp. 661-670. . 
swm. A. White, Forty Years of Psychiatry, 
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psychiatric approach of the preceding generation with the approach 
of that time. One generation before, "the patient was an afflicted 
organism; now [1934] he is a disturbed, distorted and unadjusted 
member of a family and of a community . . . a disordered per- 
son." 5 Later, Plant systematized this tendency when he studied the 
disordered personality in life situations. In criticizing the medical 
or classical psychiatric approach to personal disorders, Plant stated:? 


The classical psychiatric approach—preoccupied with the structure 
of the individual in vacuo, thus seems to us inadequate to a situation 
facing frankly the sociological forces. . . . We are suspicious that 
psychiatric theory demands considerable reformulation after it has 
had a much more extensive experience with individuals actually adjust- 
ing to a certain milieu. As long as we center our interest in hospitals 
—and will study our patients at ten, twenty, or hundreds of miles 
away from their actual homes, psychiatric theory must suffer from a 
certain parochial sort of individualism that quite lacks realism. 


Plant explicitly analyzed the influences of the social matrix upon 
the person and recognized the importance of social relationships 
within this matrix. y 3 

Sullivan was a psychoanalyst whose early interests were focused 
upon schizophrenics. He was among the first psychiatrists to recog- 
nize the effects of interpersonal relations upon personal disorders 
and, indeed, regarded this field as the essential subject matter of 
psychiatry. Perhaps more than any other psychiatrist, Sullivan was 
instrumental in giving currency to the term "interpersonal relation- 
ships." By emphasizing the effects of interaction above the sexual 
drive, as conceived by orthodox psychoanalysts, he began to explore 
the emergents of varying types of relationships such as meanings, 
language, and the self.8 Also, he investigated the modes of relation- 
ships that contributed to the development of anxiety and other 
disorders, the interpersonal processes between patient and thera- 
pist, the influences of early personal relations upon personality 

° Madison Bentley, "General and Experimental Psychology, The Problem of 
Mental Disorder, edited by Madison Bentley and E. V. Cowdrey, p. 294 (New 
York: McGraw-Hill Book Company, Inc., 1934). By permission. 

7 James S. Plant, Personality and the Cultural Pattern, p. 143 (New York: 
Commonwealth Fund, 1937). 

* Harry Stack Sullivan, “Multidisciplined Coordination of Interpersonal Data,” 
Culture and Personality, edited by S. Stansfeld Sargent and Marian W. Smith, 
pp. 175-194 (New York: Viking Fund, Inc., 1949); also, Harry Stack Sullivan, 
“The Study of Psychiatry,” Psychiatry, 1947, 10, pp. 355-371. 
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development, and the use of varying approaches to the study of 
interpersonal relations. 

Sullivan's followers and many other psychiatrists recognized the 
influence of interpersonal relationships upon personality develop- 
ment. Consequently, they explored many neglected facets of the 
disordered behavior such as the patient's whole constellation of re- 
lations before his breakdown, his unintelligible expressions, and 
his capacity for relating with other persons during and after his 
breakdown. This change in orientation also-was evident in the spe- 
cialized field of psychoanalysis. 

Psychoanalysis. Although psychoanalysis has become accepted 
completely or partially by many psychiatrists, it differs from psy- 
chiatry proper because it is chiefly concerned with neuroses rather 
than with psychoses and because it has formulated a distinct body 
of theory and psychotherapeutic method. Recently, it has extended 
its theory and psychotherapeutic method to cover psychoses and 
psychosomatic disorders.? In spite of its instinctual bias and its in- 
dividual genetic approach to culture, psychoanalysis has been 
chiefly concerned with psychodynamics.!? From the outset, Freud 
recognized the effects of interpersonal relationships in the family 
upon personality, particularly in the form of the Oedipal complex. 
But the difficulty with this psychoanalytic emphasis was that it was 
rooted in biological sources and considered behavior in its universal 
aspect. The early psychoanalysts did not recognize the relativity of 
cultures and the variations in the socialization at the personality. 
Recently, however, the psychoanalysts have begun to attribute more 
importance to the varying culture contexts in which personality 
dynamisms are developed and expressed. Their shift in viewpoint 
was influenced by two sources: (1) the challenging questions offered 
by the social scientists, and (2) the increasing awareness of the 
interpersonal process between the therapist and the patient. 

It is not surprising that women, notably Karen Horney and 
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Clara Thompson, were among the Neo-Freudians who rejected 
some of Freud's early formulations. They rejected the notions of 
innate psychological differences between men and women and the 
seeming inferiority of women. They pointed out that many psycho- 
logical differences between the sexes stemmed from their respective 
roles in society. They correctly maintained that Freud universalized 
the social position of women in middle and upper middle classes of 
the Victorian period. From this vantage point Horney, particularly, 
emphasized the modes of relationships within the culture as the bases 
for understanding disturbed and disordered persons and pursued a 
sociological instead of a physio-anatomical view of personality. 

Horney, Fromm, Thompson, and others have attributed faulty 
early relationships as the developing sources of neurosis and have 
revised or disposed of many of the ontogenetic complexes in which 
many orthodox Freudians believed.!? Fromm has scrutinized the 
relationships between the authority figure and the child, and in 
another study he has shown how the context of relationships has 
differentiated “modern man” from other historic types. Even the 
psychoanalysts who have not veered far from Freud have concen- 
trated more attention upon the ego or the self and as such have 
attributed more importance to the sphere of interaction. For ex- 
ample, Alexander and his associates have come to regard neurosis 
as "the result of emotional experiences in human relations which 
the patient could not deal with adequately in the past." 13 

In reappraising patient-therapist relations, psychoanalysts have 
become more sharply aware of the intrinsic effects of the mode of 
interaction upon the patient's condition. Ferenczi and Rank were 
among the first to call attention to the fact that the "emotional ex- 
perience of the patient in his relationships to the physician" was the 
main therapeutic factor and that the recall of forgotten events was 

? Karen Horney, New Ways in Psychoanalysis (New York: W. W. Norton & 
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(New York: Hermitage House, Inc., 1950). 


12 Karen Horney, Our Inner Conflicts (New York: W. W. Norton & Company, 
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? Franz Alexander, "Introduction," Proceedings of the Third Psychoanalytic 
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Schilder, “The Sociological Implications of the Neuroses, The Journal of Social 
Psychology, 1942, XV, pp. 3-21. 
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not so essential to the treatment.! This notion has been developed 
by psychoanalysts in prolonged and in brief psychotherapy.1* In 
addition, they recognized that clinical relationships are an integral 
segment of the total web of the patient's relationships. The relation- 
ships which the patient experienced between treatment sessions in 
the family, in the office, and among his friends could hinder or 
facilitate his improvement. The cautious therapist, therefore, be- 
came aware of the problems confronting the patient in his diverse 
spheres of contemporary activity. Because of this interest, he had 
to examine the patient's competitive associations which were on a 
somewhat different dimension than relationships encountered in 
of fact, these competitive relationships of 


the family. As a matter 
became a distinct means for interpreting 


the impersonal community 
our culture. 


Horney and Sullivan, among others, 
of the transference process in understanding and in treating neurotic 


behavior. The knowledge of human psychology, Horney main- 
tained, was essentially based upon understanding social relation- 
ships, and the therapist, by skillful use of these relationships, could 
make the treatment far more effective.!* x 

In addition to sociometry, the two clinical disciplines related to 
psychiatry and psychoanalysis were psychology and psychiatric social 
work. The two research disciplines which collaborated with psy- 
chiatry and psychoanalysi iology and anthropology. These 


s were soci 
disciplines also began to implement or had implemented social re- 
lations as media for understanding person 


al disorders. 
Sociometry and Psychodrama. Sociometry and psychodrama are 
o Rank, The Development of Psychoanalysis, 
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techniques devised by Moreno and refined by his associates.18 These 
techniques have been adopted widely and have been incorporated 
into sociology and psychology. Sociometry represents a technique 
for ascertaining the informal organization of a given group based 
upon the preferences of the individual members. This informal 
organization can be delineated in diagram form by a device known 
as the sociogram. The sociogram can reveal what members of a 
given group have close or distant relationships, frequent or infre- 
quent associations. Since it can discern the structure of social rela- 
tionships in such groups as the classroom, the office, and the peer 
group among other groups, the sociogram becomes a relatively use- 
ful device for detecting what persons are isolated from or have.low 
status in the group.!? 

The dynamic processes of interpersonal relations on the pre- 
scribed setting of a stage are expressed in a form of diagnosis and 
therapy known as psychodrama. In this setting the conflicts of 
ordered persons as well as disordered persons, when acted out, can 
be understood more clearly and hence diagnosed or treated. The 
subject who acts out his conflicts with other persons engages in 
role taking and in role playing. He may be asked to respond to 
imaginary persons whom he invents and with whom he fantasies a 
relationship to his own liking. Or he may participate with actors— 
"auxiliary egos”—who represent persons whom he knows in real 
life. Many techniques in psychodrama have been devised and have 
been applied for diagnostic and therapeutic purposes for neuroses, 
psychoses, delinquency, marital discord, and other problems of mal- 
adjustment.?o 

Psychodrama has been applied by psychologists in mental hos- 
pitals for treating disordered persons, and sociometric techniques 
have been used by sociologists for understanding group morale and 
the maladjusted persons in the group. Although not used very ex- 

35]. L. Moreno, Who Shall Survive? (Washington, D.C.: Nervous and Mental 
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tensively by psychiatrists, these techniques and concepts have been 
useful for understanding the modes of relationships in artificially 
designated groups and in natural groups. 

Psychiatric Social Work. Like psychiatry, psychiatric social work 
is an applied discipline. But it has been developing a rationale to 
supplement its techniques for treating and for preventing personal 
disorders?! The influences of social relationships upon personal 
rly discerned by the social workers when 


disorders were more clea 
the individual as an integral part of his 


they shifted attention to 


social milieu. , 
This viewpoint became clearer during and after the economic de- 


pression, for then they recognized that social conditions, rather than 
the adequacy or inadequacy of the particular individual, were fre- 
quently responsible for disturbed and disordered behavior. Hence, 
the social workers often emphasized “the continued study of social 
factors in mental disease and social treatment." ?? As a matter of 
fact, psychiatric social workers, more than any other members of the 
clinical team, were entrusted with the “manipulation of the environ- 
ment" and with changing the attitudes of Pp pi who were 
part of the patient's milieu. By visiting the patient's family or by 
interviewing them in the clinic or hospital, they had ample oppor- 
tunities to see the patient's network of relationships and to de- 


termine the effects of these relationships upon the patient's con- 


dition.23 


Within this general framework, certain constructive modes of 


therapy developed, as “relationship therapy,” which was an out- 
growth of Rank's "will therapy." ?* In this functional version of 
therapy the social worker refrained from projecting or imposing her 
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wishes upon the client or patient. Instead, by a detached sympathy 
and friendly interest, she helped him solve his own problems. This 
client-centered approach aimed to have the patient face his prob- 
lems, understand his role in these difficulties, and, through a process 
of insight, work out a solution. By the very character of this ap- 
proach the patient's social relations were stressed, and the role of 
the social worker to the client became more explicit. 

Psychology. Early experimental psychology concentrated upon 
taste, vision, intelligence, reaction time, and other individualistic 
phenomena. But this individualistic approach presented an incom- 
plete picture of personality. Wundt recognized this fact in the nine- 
teenth century when he concerned himself with folk psychology. In 
the United States, James, Prince, Hall, Baldwin, and McDougall, 
among others, studied the influences of modes of interactions 


upon 
personality formation and behavior.25 But the. increasing recogni- 


tion of the influence of social relationships and the socialization 
process upon personality formation and behavior came with (1) the 
repudiation of the instinct theory, (2) the application of the con- 
ditioning hypothesis to social relations, and (3) the influence of 
pragmatic philosophy and social psychology—especially by Dewey 
and Mead.26 

In addition, the personalistic psychologists made empirical in- 
quiries and general insights into personality development. J. F. 
Brown attempted to reconcile Freudian psychology, social psychol- 
ogy, and field theory. Neo-Freudians influenced psychologists by 
their analyses of the aberrant phases of personality in terms of social 
relationships. Gordon Allport and others emphasized and studied 
the unique development of the single person. Sears, Orlansky, and 
others assessed Freudian concepts in terms of their empirical 
validity. All these types of studies provided firmer theoretical bases 
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for psychology generally and were increasingly influencing clinical 
and abnormal psychology.?* 

Early clinical psychologists devoted most of their attention to 
psychometric tests, or interpreted projective tests, such as the 
ychodiagnostic Ink-blot Test, from an individualistic 
y took their cues of interpreting personality 
but, with the added knowledge of the social 
y were able to analyze personality from 


Rorschach Ps 
viewpoint. Usually the 
from the psychiatrists, 
aspects of personality, the 
their own frames of reference. 

The concepts of social interaction, role taking, the self, and other 
concepts were directly applied to disordered behavior for under- 
standing client-counselor relationships and for understanding the 
examiner-testee relationships. The derivative concepts of social 
psychology were also used in interpreting the results of the Thematic 
Apperception Test and other projective tests. In part, this shift to 
social psychology enriched the interpretations of these tests. AL 
though the social aspects of personality were more difficult to dis- 
cern in the Rorschach Psychodiagnostic Test than in the Thematic 
Apperception Test, still the subject’s conception of himself, his 
relationships with other persons, and his degree of self-tolerance 
and social tolerance could be discerned from his responses 1n both 


tests,?8 ; . : 
Psychologists and anthropologists have collaborated in studying 
personalities in different cultural settings; for instance, the Bleulers 


found that the inhabitants of Morocco concentrated upon trivial 
details of the Rorschach cards, which would be considered indicative 
of schizophrenia among Western Europeans.*® Moreover, their 
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studies emphasized that the projective techniques could not reveal 
the developmental processes of the persons in different cultures and 
thus were limited to the terminal facets of personality develop- 
ment.30 P 

The psychologists have attempted to correlate personal stability 
and opinions toward social issues such as race and religion. Despite 
the limitations of these studies, psychological interest has been 
centered upon the influence of disturbed and disordered behavior 
upon attitudes to specific minority groups. 

In brief, psychology is applying increasingly the concepts and 
derivative meanings of social relations in the examiner-subject rela- 
tions, in interpreting projective tests, in the counselor-client rela- 
tions, in understanding personality types and modes of relationships 
in different cultures, and in understanding the relationship between 
personal instability and social ideologies. 

Sociology. Sociologists and social psychologists developed and 
applied the concept of social interaction at an earlier time and 
perhaps more thoroughly than did specialists in other disciplines.?: 
Their orientation, however, was directed to social relationships 
among normal persons and groups, instead of neurotics, 


psychotics, 
and other disordered deviants. Though aware of the studies of 
psychoanalysts and psychiatrists, they did not readily incorporate 


or restate these concepts into social psychological terms,® 
tors seemingly contributed to this lack of in 
sociologists and social psychologists, as ‘ 
some difficulty in gaining access to cl 
to study disordered persons. Also, 
discipline led to an avoidance of ‘ 
as subjects of inquiry.33 


? Two fac- 


terest. Apparently, 
'academic outsiders," found 


inics and mental hospitals 
social pressures within the 
"tragic" and bizarre phenomena 


?'Pheodora Abel, “The Rorschach Test in the Study of Culture," Rorschach 
Research Exchange and. Journal of Projective Techniques, 1948, 19, pp. 79-93. 

"The "social psychologists” referred to here are those who have stemmed 
mainly from the sociologists and have been directly influenced by them. 

*2 See Kimball Young, “The Contribution of Psychiatry to the Study of Group 
Conflict,” Publications of the American Sociological Society, 1930, XXV:2, pp. 
111-125; Wm. F. Ogburn, “The Contributions of Psychiatry to Social Psychology," 
Publications of the American Sociological Society, 1926, XXI, pp. 82-91. 

See Kurt H. Wolff, “Notes Toward a Sociocultural Interpretation of Ameri- 
can Sociology,” American Sociological Review, October, 1947, XI:5, pp. 550-551; 
also, C. Wright Mills, “The Professional Ideology of Social Pathologists,” Amer- 
ican Journal of Sociology, 1943, XLIX, pp- 165-180. 
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Nonetheless, by the second decade of the twentieth century, the 
sociologists had worked out the influence of interpersonal relations 
upon the socialization of the personality, both theoretically and in 
part by empirical research. Cooley, for example, considered human 
nature an outgrowth of intimate face-to-face contacts, a phase of the 
primary group and a product of fellowship, which "decays in 
isolation.” ** George Mead, a philosophical pragmatist, was also 
among the first social psychologists to analyze the dynamic quality 
of social interaction as a role-taking process and as a medium of 
self-control and social control.** He analyzed the social genesis of 


the self and showed how interaction led to common meanings and 


to concerted action between the interactants. His analysis of role 
ion of communication 


taking superseded the inadequate explanati ofc 
and social learning by imitation and has similarities to Cooley's 
notion of sympathetic introspection, to Burgess’ conception of em: 
pathy, and in some ways to Freud's mechanism of identification." 
"Though role taking was interpreted mainly as a symbolic process, it 

ission of latent attitudes 


also could be used to interpret the transmi : j 
In his analysis of the 
ant symbols" as prod- 


and tensions by unwitting body gestures. 
emergence of common meanings and "significa s 
ucts of interaction, Mead presented a dynamic conception of cul- 
ture and placed culture within the scheme of interpersonal relations. 
It was this approach to culture which Sullivan and Sapir also de- 
scribed in attempting tO find a mid-point between individual 
psychiatry and cultural anthropology.*? In fact, by these concepts, 
Mead formulated the criterion of ordered behavior which Sullivan 
elaborated later as a criterion of improvement in therapy. 

From this social psychological viewpoint saat: JUR Burgess, 
Faris, and Blumer, among others, made D Wd "x empirical 
studies.88 The specific application of interpersonal re ations to per- 
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sonal disorders arose from the general interests in social and per- 
sonal disorganization, from the problems of the family, "mental 
hygiene," and from the general tie-in between personality and cul- 
ture.?? 

The studies of mental hygiene, and of the psychoses, of the 
neuroses, and of psychopathy, particularly, laid the basis for an 
integrated area between sociology and psychiatry. The studies of 
the functional psychoses, particularly schizophrenia, were preceded 
by ecological studies, initiated by Faris and Dunham.*° The schizo- 
phrenic, for example, was studied within- the context of the local 


urban area. Burgess summarized the sociological importance of these 
studies as follows:tt 


The sociological description and explanation of mental disorders may 
be concerned with hypotheses upon the role of communication in 
mental life and upon the effect of isolation upon mental breakdown. 
Mental disorder is interpreted as a phase of personal disorganization 
arising out of maladjustment in the social relations of the person. 


Concomitant and subsequent studies were made of the social person- 
ality of the schizophrenic as an emergent of his social relationships.*? 


The studies of the neuroses and of psychopathy which have occurred 
during and since the war years have also pursued this line of attack. 
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Finally, the mental hospital was analyzed in terms of interpersonal 


relationships. 
In the general problem of personality and culture, psychiatrists 


and sociologists have emphasized different phases of personal de- 
velopment. The psychiatrists have emphasized the import of early 
relationships upon personal disorders, while the sociologists have 
stressed the juvenile, adolescent, and adult relationships upon these 


disorders.** 
In brief, the sociologists, by extendi 
individual variant, directed attention to the personal relationships 
and social experiences which affected the personal disorders. Usually 
they studied the variant within the neighborhood context. Since 
their studies were not limited to this neighborhood context, they 
were able to discern and to emphasize the importance of studying 
social relationships and types of disorders within different groups 
and culture contexts. 
Social Anthropology. T 


ng their concepts to cover the 


he anthropologists, who are mainly con- 


cerned with objective cultural patterns, practices, and functions of 
nonliterates, were almost “antipsychological in their approach be- 
fore 1920, and to a large extent many still remain so.*5 Some anthro- 
pologists published biographies and personal aes of non- 
literates before that time, and some ethnologists were cognizant of 
certain types of abnormal behavior in their inquiries.° But their 


concerted use of psychiatric and psychoanalytic concepts in investi- 
gating nonliterate groups came after Freud’s anthropological work, 


Totem and Taboo." 

The Freudians who were influenced by the English anthropolo- 
gists adopted an evolutionary approach to society and tried to fod 
a parallel in societal development for the stages of individual 
growth. Consequently, their views assumed a gap charac- 
ter and were founded on very doubtful evidence. Yet the criticism 
“Social and Individual Disorganization,” American 
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by anthropologists at first had little if any impression upon them. 
In fact, both the psychoanalysts and the anthropologists talked past 
each other for some time. But in spite of the aloofness of the 
psychoanalysts, their provocative theories began to affect the views 
of some anthropologists.‘8 For example, Kroeber, who castigated 
Freud's work for its flimsy and distorted evidence, nonetheless 
agreed that the work contained significant insights. Malinowski, 
Margaret Mead, and D. Eggan, among others, began to test or to 
apply certain Freudian hypotheses, such as the Oedipal attachment, 
in their field investigations of nonliterate societies. The net effect 
of these inquiries was to direct attention to social relationships, 
particularly parent-child relationships, in other cultures. These 
studies emphasized also the relativity of intrafamily relations, and 
the effects of different roles upon parent-child attachments. This 
approach, in part, paved the way for discerning the nonliterate 
person as a dynamic individual rather than as a cultural automaton 
similar or identical to others in his homogencous group. 

From a theoretical line of attack, Sapir, who was familiar with 
anthropology, sociology, and psychiatry, tried to find a mid-point 
between individual psychiatry and cultural anthropology. This 
middle area resided within the field of social psychology and within 
the sphere of social relationships. In characterizing this culture- 
personality nexus, Sapir saw this area to consist of the emergent 


meanings of interpersonal relations, as Mead did earlier in social 
psychology. Sapir said:50 


€ interactions of specific individuals 
world of meanings which each one 


UE ously abstract for himself from his 
participations in these interactions. . 


“Totem and Taboo: An Ethnologic Psychoanalysis,” 
+ 1920, XX, pp. 48-55. 
; Sex and Repression in Savage Societies (New York: 
Harcourt, Brace and Company, Inc., 1927); Margaret Mead, Sex and Tempera- 
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© Edward Sapir, “Cultural Anthropology and Psychiatry,” Journal of Abnormal 


and Social Psychology, 1932, XXVII, PP- 236-237. Quoted by permission of the 
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From this point of view the emergence of the distinct and unique 
personality became inevitable, because of the unique as well as the 
common interpretations which each individual acquired in inter- 


personal relations.5? 

Though this approach was not always pursued in empirical in- 
quiry of the personally disordered, there have been field researches 
by Cooper, Hallowell, and Landis who have shown that the mean- 
ings arising from personal relationships could contribute to dis- 
ordered behavior.? Opler traced the therapeutic relationships be- 
tween the shaman and the disordered person among the Apache.5: 


Beaglehole has indicated how a gross superorganic view of culture 
complexity could be misleading in understanding the personal dis- 
orders.55 From a cultural viewpoint Benedict, Fortune, and others 


have shown clearly the relativity of abnormality.%° 

Kardiner, Linton, and their associates, in an integration of 
psychoanalysis and cultural anthropology, have shown that the 
value systems within a given culture are patterns of interpersonal 
relationships. By their studies of the effects of early parent-child 
relationships upon adult personality structure, they have shown how 
these early relationships create a typical or modal personality who 
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tends to sustain the characteristic relationships within the culture. 
They have distinguished, however, between a typical or modal 
personality and the individual personality, and they also have in- 
vestigated the neuroses in different cultures. 

Davis, Warner, and their associates also studied the influence of 
human relations upon personality in the varied socioeconomic 
levels of contemporary society, and have described the deviant and 
aberrant persons in these positional groups. Since personality 
differences were noted among the social classes, it could be inferred 
that the types of personal disorders might also vary, in frequency at 
least, among the social classes. As yet there have been no definitive 
studies of disordered behavior within the context of social strata, 
except possibly for the development of anxiety, which presumably 
concentrates among the middle class. As a point of fact, this class 
approach has one common point with the ecological approach to 
psychotic disorders. For these ecological distributions can be con- 
sidered indices to the types of social relationships which obtain in 
areas of different income levels. 

From an operational standpoint, Chapple has attempted to 
classify persons on the basis of their mode of interpersonal relations, 
and he has attempted to differentiate between types of communica- 
tion among disordered and normal persons.59 

In brief, many anthropologists have veered from a superpersonal 
approach to an interpersonal approach to culture. In this process 
they have devoted more attention to the unique personality. Their 
chief contributions have been to point out and to elaborate the 
relativity of social relations in diverse cultures and Social classes, 
and to show the varying effects of these relationships in contributing 
to the onset of personal disorders. 

Social Relationships and Personal Disorders. From these varied 
contributions from the different disciplines, we can summarize our 

"Allison Davis and Robert R. Havighurst, Father of the Man (Boston: 
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® Eliot D. Chapple and Carleton S. Coon, Principles of Anthropology, pp. 52- 
60 (New York: Henry Holt and Company, Inc., 1942). 

© For a competent summary of the influence of social relations upon personality 
generally and disordered behavior particularly, see Jurgen Ruesch and Gregory 
Bateson, Communication: The Social Matrix of Psychiatry (New York: W. W. 
Norton & Company, 1951). 
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position with reference .to the pertinence of social relationships to 
the study of personal disorders under the following headings: (1) 
the nature of social relationships, (2) social relationships and the 
culture context, and (3) social relationships and personal develop- 
ment. 

The Nature of Social Relationships. Social relationships generally 
refer to mutual influences between two or more persons. In a dy- 
namic sense these relationships are midway between objective cul- 
tural patterns and biological individuals. Through social relation- 
ships individuals select and internalize the culture as symbols, 
meanings, and patterns of responses. Social relationships, however, 
involve more than symbolic interchange between the interactants, 
for. interactants often influence each other in unwitting and non- 
verbal ways; these forms of interaction often exert more influence 
upon personality than the verbal forms of interaction, because the 
interactants are unaware of and hence cannot control the effects of 
these nonarticulate kinds of relationships. 

Social relationships can lead to agreement or to disagreement. 
Those social relationships which lead to agreement or consensus 
create shared or common behavior patterns. Those social relation- 
ships which lead to disagreement or discord create unshared or 
unique behavior patterns. Frequently, both shared and unshared 
processes ensue between the interactants. 

Social Relationships and the Culture Context. 'These modes of 
interaction must be understood within the given cultural framework 
in order to evaluate their effects upon the given individual. In a 
composite heterogencous culture such as exists in the United States, 
social relationships differ by ethnic group, class position, and to 
some extent by region. In this respect the frequencies of the different 
disorders which occur among ethnic, class, or regional groups are 
sociologically relevant, because these figures can be considered in- 
dices to different types of relationships within these given groups. 
In the same sense, ecological studies of personality disorders in the 
urban community are significant because these different residential 
distributions reflect the social organization and the types of relation- 
ships among the inhabitants of different areas. Certainly, different 
frequencies of disordered behavior may indicate biological differ- 
ences, as do age, sex, and constitutional type. But if these studies 
reflected only biological differences, they would be less relevant to 
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the sociologist and more relevant to the biologist. Since every person 
occupies a series of social positions in any given group, these social 
positions become important because they give him a perspective to 
the culture and to other persons about him, and affect the relation- 
ships of other persons toward him and his toward them. These social 
positions or roles are both formal and informal. 

The person's formal role affects his official relationships with 
other persons. For example, a domestic would call out different sets 
of relationships than would an executive. A mother in a father- 
dominated family would have different relationships with other 
family members, particularly the father, than would a mother in an 
equalitarian family. The different frequencies of disorders among 
women or men, in terms of their respective roles, would reflect in 
part their different family and business relationships. 

The informal relationships within an established role, however, 
cannot be overlooked in this respect because they reveal the person's 
qualities. For example, two people who occupy similar formal roles 
may call out different responses from others because of their varying 
personalities. Consequently, we can see why certain individuals in 
one formal role may have intense conflicts while other individuals 
in a relatively similar role may have few conflicts. 

Since any individual actually has many roles, his inconsistent and 
contradictory roles also must be understood to understand his con- 
flicts. "This is especially true of persons who are marginal to two 
groups. These marginal persons, when in an isolated and precarious 
position, can experience such intense conflicts that they can become 
disturbed and even disordered. 

"These differences in informal roles and personal qualities point 
to the influence of interpersonal relationships upon self-esteem in 
personal development. By internalizing the attitudes of others, the 
person acquires not only certain conceptions of his role but also 
certain estimates of himself. In other words, the socialized indi- 
vidual is able to evaluate himself in the same way that he can 
evaluate others. This capacity for self-reference becomes crucial in 
the individual's behavior, for it influences the person's self-control, 
his definitions of situations, and his capacity to tolerate frustration 
and rejection. The way the individual internalizes his social rela- 
tionships and evaluates himself affects his subsequent ways of ac- 
cepting himself or rejecting himself. Our knowledge of these proc- 
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esses is essential in understanding ordered and disoxdered behavior. 

Social Relationships and Personal Development. In the process of 
development the individual acquires common meanings which he 
can share with others and unique meanings which he cannot or 
does not share with others. 

The sociologists have dealt with the socialized aspects of behavior 
and with the common meanings, attitudes, and practices which a 
person acquired in becoming an accepted member of a group, even 
of a variant group. The psychiatrists and other clinicians have dealt 
with distinct persons who were partly unsocialized or desocialized, 
and they have emphasized the unique, unshared, and individualized 
meanings which the person acquired in interpersonal relationships 
and which contributed to his retardation or breakdown, whether in 
neurotic, psychotic, or psychopathic form. They had to understand 
these processes to diagnose and treat these disordered persons. 

Later, some psychiatrists slightly modified their points of view 
and saw the significance of the relationships in later years upon 
personal development. This revised perspective was necessary be- 
cause many mild disorders could be traced to recent severely critical 
experiences, as in the war neuroses. The sociologists, on the other 
hand, who emphasized the relationships in the symbolic period of 
childhood and of subsequent years, began to recognize the signifi- 
cance of the early years of life in personality formation even though 
not as the locus of all personal disorders. In brief although the 
modes of relationships in the early years of life may be crucial to 
personality formation, these early relationships are not always the 
loci of mild disorders. 

Occupational Roles and Divergent Disciplines. The concept of 
social relationships varies with the particular occupational role of 
the specialist and with the problems of his particular discipline. The 
psychiatrist and psychoanalyst, as therapists, are concerned with the 
use of social relationships and their derivative concepts to explain 
and to treat the patient's disorder. The psychiatric social worker is 
mainly concerned with the patient's relationships in the family, and 
in other groups, in order to understand and to ameliorate his con- 
dition. The sociometrist is mainly concerned with allocating the 
disordered person or maladjusted person in diverse groups, and in 
finding the types of static relationships among these groups; or, as 


psychodramatist, he is concerned with those interpersonal relation- 
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ships, in a therapeutically designated setting on a stage, which un- 
cover his patient's conflicts. 

The psychologist has devoted his attention chiefly to the use of 
social psychological concepts for analyzing diagnostic tests, for un- 
derstanding the relationship between the examiner and the tested 
subject and between counselor and client. With the help of anthro- 
pologists, he is beginning to see that the norms of his tests may vary 
in different cultures. : 

The sociologist is concerned with the influences of the different 
social groups upon the disordered person and with the emergence of 
disordered persons by their particular roles and types of relation- 
ships in the social structure. The anthropologist has been concerned 
with the use of social relationships to understand the varying dy- 
namic phases of disordered behavior in different cultures or 
different socioeconomic levels. 

Thus, the various specialists apply the construct of social relation- 
ships and its derivative concepts for different purposes, but the 
theory behind these applications may be consistent for the several 
disciplines, Hence, each discipline adds to the knowledge of dis- 
ordered behavior from a somewhat distinct point of view. 


in 
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CHAPTER FOUR 


The Social Personality ın Ordered 
and Disordered Behavior 


In the preceding chapters we pointed out that social relations are 
ways of viewing and understanding disordered behavior. We im- 
plied that the person is the bearer and product of these relations. 
Our purpose in this chapter is to describe the personality processes 
that lead to ordered behavior or to disordered behavior. ‘These 
processes cover four broad aspects of personality: (1) action and 
motivation, (2) role taking and social relations, (3) the self system, 
and (4) self-defenses. 

The Nature of the Social Personality. The social personality 
emerges from social relations. In this socialization process the person 
acquires motives, aspirations, roles, self-evaluations, purposeful ac- 
tions, and many other qualities. People of a given group have com- 
mon behavior patterns which we characterize as “culture.” This 
content phase of personality has been the basis for defining person- 
ality as the "subjective side of culture.” 1 Although this definition is 
adequate for typical behavior, it is less adequate when we study 
atypical behavior. The constitutional disposition may influence 
one’s unique behavior, but his specific relations may have even more 
bearing upon his unique personal organization.? The responses of 


1 This aspect of personality was emphasized first by W. I. Thomas. It was then 
used by Ellsworth Faris. See Ellsworth Faris, “The Concept of Social Attitudes,” 
Journal of Applied Sociology, 1925, IX, pp. 404—409. 

2Gardner Murphy, Personality: A Biosocial Approach to Origins and Struc- 
ture (New York: Harper & Brothers, 1948). 
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tj others to him will influence his range of needs, but he will select 
| different meanings from his relations and he will respond to them 
in a unique way. As an extreme instance, the psychotic interprets 
the culture in a manner which others neither share nor accept. But 
the psychotic expresses in exaggerated form what characterizes all 


persons, because all persons have unique and private views of their 


culture and communicate only a small portion of them. Hence, the 


person's inner life becomes a necessary object of inquiry, for his 
inner life reveals directly his conflicts and meanings which are the 


bases for understanding deviant behavior. 

A second broad phase of the socialize 
Status in the group. The role that the indi 
and the evaluations which the group has o 


| —determine his social position. This soci 
basis for his perspective to himself and to his culture. But social 


Position alone docs not directly reveal the person's attitudes toward 
himself, Consequently, these attitudes become essential for under- 
| Standing the meaning of his behavior. For example, the psychotic 
..] May be isolated from some groups in which he formerly participated. 
But his isolated position can be understood only when we know 

What his isolation means to him and how it arose from his past rela- 
tions, 
A definition of the social personality must cover the integration 
of the individual with his group and reveal his unique personality 
development and his organization of meanings and motives. By these 
Criteria we can define the socialized aspect of personality as (1) 


PA emerging from social relationships (2) with unique and common 
social position and (4) which 


*-. Motives (3) which influence his soci 2 
affect his responses to himself and to his environment. 
i 


d person is his role and 
vidual plays in his group 
f his behavior—his status 
al position provides the 


The:Socisll Personality 1s a: Unity DO4pe te0dds aor a set OF dus. 
dynamic and integral unit. 


come of inner motives. Some 
beyond awareness. 


Crete and disconnected traits but a 
First, his overt behavior is an out 
Motives are conscious and others are 


Second, each motive has a developmental history which antedates 


and which is continuous with present behavior. The attempt to 


Understand the present personality at any given time must consider 


e| the sequence of past relationships and past attitudes. 


| Third, motives and attitudes are interrelated. A given disorder, 
such as an attitude of dread toward certain objects, can be best 
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understood within the total context of the social personality. Active 
motives are related to latent ones, and conscious intentions are re- 
lated to unconscious purposes. 

Fourth, the person can be understood most clearly by seeing him 
as a social participant within the orbit of his groups. Although the 
clinical analysis of personality may uncover many basic and generic 

` reactions and experiences, the development and meanings of these 
reactions for the subject and for others can be understood more 
clearly in the context of his "natural habitats" or subcultures, such 
as the family, community, friends, and business associates. 


The Action Theory of Behavior 


Actions, Drives, and Motives. Activity is the most obvious fact 
about personality. From birth on, and even before, the human 
continually strives to satisfy his drives and to relieve his tensions: 
Basic drives, such as hunger, thirst, sex, and fatigue, among others, 
are biological in origin, but, as these drives acquire goals and pur 
poses by social relationships, they become motives, 

The infant’s behavior has no concerted direction. It is random: 
aimless, and stirred by inner unrest. By relating with his parents 
and others, the infant slowly learns to channelize his amorphous 
tension-reducing behavior into socialized activity. He learns to dif- 


ferentiate objects which he wants and does not want. He learns tO 
inhibit and to manage his drives in accor 


tions. He integrates his behavior w 
control. This is possible because the infant is continually responde 
to by parents and"by others who try to mold him to their expect 
tions; they, in turn, are affected by his responses. Since alertness and 
intensity of drives, as well as the organism generally, differ for each 
individual, individuals exposed to relatively similar relationships 
will internalize different phases of the culture in these relationship’: 
That is, each person will select and erework facets of the culture 
which satisfy his unique needs. 

But personality also develops around the satisfaction or dissati* 
faction of basic drives; for about these drives intimate human rel 
tionships revolve. In early development of body comfort, the feeding 
process as well as toilet training have much to do with person? 


organization. At this time, and especially later, the sexual driV* 
looms in importance. 


d with parental expecta 
ithin a symbolic scheme of self- 
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In the socialization process these drives become directed, in- 
hibited, and managed. As such, socialized activity involves orien- 
tation for time and place. It involves checking and postponing 
behavior in order to conform to social expectations and in order to 
achieve specified goals. Socialized action, by the very fact of delay, 
involves the imaginative use of symbols for retrospection of past 
actions and for rehearsal of future actions. Inevitably, it becomes 
linked with meanings and intent. Tension reduction or drive relicf 
among infants does not involve symbols or delay or a temporal 
perspective. 

The function of social relationships in channelizing tension- 
reducing behavior into socialized activity can be illustrated by a 
fundamental drive—hunger. The appeasement of the infants hun- 
ger is far more complex a problem than the mere ingestion of food. 
It is immersed in degrees of affection or hostility to the mother figure 
by the way the food is given, particularly when the child is breast- 
fed. In some cultures, as the Arapesh, the child is fondled, caressed, 
and allowed to linger in his feeding period. He associates eating with 
affection and regards the whole process as pleasurable. In other cul- 
tures, as the Mundugumor, the child associates eating with hos- 
tility and discipline. These experiences not only affect feeding in 
the subsistence process but may affect his relations with other per- 
sons and his conception of himself. From being fed at any call of 
hunger, the child in the growth process learns to inhibit his feeding 
urges to specific intervals and, in time, to acquire tastes for specific 
foods. In time, these foods are associated with hunger appetites. 
Thus, the whole process of eating becomes enveloped in ritualized 
behavior at the table, in the use of food utensils, and in certain ap- 
proved manners in eating. 

In brief, the meanings of the drives rather than the unsocialized 
drives themselves create conflicts, unless certain basic drives are so 
frustrated that the individual concentrates only upon satiating these 
needs. For Starving persons will concentrate upon eating at the ex- 
pense of other needs. But in our culture these extreme organic 
deprivations are seldom crucial determinants of conflict and of dis- 
ordered behavior. Instead, the meanings and purposes which arise 


? Margaret Mead, "Sex and Temperament in Three Primitive Societies,” 
From the South Seas, pp. 40-43, 195 (New York: William Morrow & Company, 
Inc., 1939). 
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in human re]ations become the motives of behavior and the sources 
cf conflict. The drives or impulses which are biological resultants 
and which lead to tension reduction are aimless, goalless, and non- 
symbolic. Motives and actions which emerge in the socialization 
process have a direction and are symbolic and goal-oriented. To 
understand the person, whether organized or disorganized, the mo- 
tives rather than the drives must be analyzed. 

Biological and Social Phases of Personality. The person, how- 
ever, is not disembodied. The organism is relevant to socialized 
behavior in these ways: First, the human infant has a biological 
constancy in "original nature," in the sense of possessing a brain 
and nervous system, larynx, thumb, biological plasticity, and so on, 
all of which enable him to become socialized. Second, his unique 
physiological structure and unlearned dispositions contribute to his 
individuality. Third, his disposition will be affected by illness, 
fatigue, malnutrition in its broadest sense, and by organic changes. 
Fourth, his biological organs become the mediums by which he at- 
tempts to fulfill his motives, whether in manipulating the environ- 
ment or in communicating with others. 

The first two aspects of the human organism are somewhat 
self-explanatory and well known. The third aspect concerns physi- 
cal illness and other physical manifestations which sometimes pre- 
cede and are related to certain personal disorders. For example, 
sometimes influenza and pneumonia precede a psychotic break- 
down. Although these illnesses may not have "caused" the break- 
down, still they may have contributed to the breakdown. On the 
other hand, a person's selfrecrimination and defeatism may so 
weaken his physical condition that he can become physically ill. 

Fatigue is related to one's ability to adapt. Fatigue was consid- 
ered by Janet and his followers as an outcome of differences in 
"psychic energy." 5 Although individuals differ in their endurance 
capacities, a term such as "exhaustion neuroses" often implies that 


*See, for example, Kimball Young, Social Psychology, Chap. II m 
B " Ni : 

Appleton-Century-Crofts, Inc., 1944); William F. Ogburn cut Mi E. Eu 
koff, Sociology, Chap. XI (Boston: Houghton Mifflin Company, 1950). Read Bain 


"Producing Marriageable Personalities,” Family Marriage and Parenthood 


edited by Howard Becker and Reuben Hill, pp. 174-178 (Boston: D. C. Heath 
and Company, 1948). i 


See Pierre Janet, Major Symptoms of Hysteria (New York: The Macmillan 
Company, 1920). 
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the decisive factors are physical instead of emotional. Certainly 
overwork and intense physical strain do affect one's perspective, but 
so do “worry” and conflict. Sometimes a sick patient and an organi- 
cally oriented doctor tend to concentrate chiefly upon organic char- 
acteristics. In some cases these physical signs may be symptoms 
rather than causes, but in other cases, they may directly contribute 
to the disorder. This can be evaluated best in a particular case, 
but it reveals the close and integral connection between the bio- 
logical and social aspects of personality. 

When a person experiences malnutrition and pathological 
changes, such as lesions or injuries, we are, of course, dealing with 
a different organism. For example, hypothroidism may lead to quick 
fatigue, which may be overcome by pills containing thyroid extracts. 

The bodily organs are instruments for consummating motives. 
In this respect the organs are integral parts of the action system. 
On a conscious level the hands, larynx, and other organs are used 
to execute given attitudes. But organs beyond voluntary control 
are also involved in adjustments. This is evident in hysterical dis- 
Orders, such as blindness or deafness, or even in psychosomatic 
disorders such as asthma. A frightened person may hold his breath, 
While an enraged person may breathe more rapidly; and these 
responses, which are stimulated by the situation, are usually spon- 
taneous. In other words, meanings and purposes, however unwit- 
ting, affect the organism and the functioning of specific organs. 
When in conflict, the person's organism generally is affected. 

Friedman has shown that in the concentration-camp situation 
many men became impotent and many women ceased to menstru- 
ate. Only after liberation did the women begin to menstruate again. 
The children also showed psychosexual retardation. The male ado- 
lescents were almost sexually inactive, and some females did not 
Start to menstruate until they were 17 or 18 years old.? The inmates 
Were concerned with staying alive, and the other functions seem- 
ingly were kept in abeyance. 

Even a fundamental expression such as crying, especially in chil- 
dren, can be inhibited when it overwhelmingly threatens the sub- 
Ject. Consider the following case:* 

° Paul Friedman, “Some Aspects of Concentration Camp Psychology,” The 


American Journal of Psychiatry, February, 1949, 105:8, pp. 601-605. 
7 Ibid., p. 609. 
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When [this girl] was 5 years old, the persecution of the Jews had 
started in her home town in the Ukraine. Her parents hoping to save 
her even if they themselves were captured, left her with neighboring 
peasants trusting that her blond hair and blue eyes would save her 
from the Nazis. Several days later when the child was in the meadow 
with cattle, she heard shots being fired, and a few hours later a boy 
came along with a card in his hand. She recognized her father's iden- 
tity card. She asked where he had found it and the boy answered that 
it came from one of the men the Nazis had just killed. The child said 
that she wanted to cry but was afraid that he would recognize her as 
Jewish and deliver her to the Nazis. So she didn't cry. She didn't 
even cry when the boy took her by the hand and led her to a nearby 
wood, where lying in the ditch she saw her parents, her two brothers 
and many other Jews—all of them dead. Even then she did not cry, 
and when I saw her, 414 years later, she was still incapable of crying. 


"Thus, physiological symptoms can become meaningful in ineffective 
responses to threatening situations. For example, sweating, tremors, 
tensions, and unrest which accompany confusion and loss of con- 
fidence are biological expressions of intense conflict and actually 
are ineffective preparations for response. 

In brief, we respond to a situation by the way we define it. The 
voluntary and involuntary organs are involved in these responses 
and are affected by conflicts. Hence, the organism is the instrument 
for carrying out our intentions. When these intentions are in con- 
flict, the organism will respond accordingly.’ Consequently, action 
includes social and biological components which function as a 
unit. 

The Act as a Unit of Analysis. The act consists of motivational 
and motor components. The motives consist of the orientations and 
directions to certain objects. The persistent and generalized motives 
are the attitudes. The attitudes, as generalized and durable pre- 
dispositions to objects, subsume the motives which are specific but 
temporary orientations to given objects and can be satiated tempo- 
rarily and renewed.? For example, one may have a favorable attitude 
to a friend but may not be motivated—i.e., wish—to see him when 
occupied with his duties. 


‘The overt or motor expression of one's motives permits the group 


See section on Body Image and Self-conception, p. 77, for other relations 
between the biological and the social. 
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to evaluate activity, while the subject, in turn, can reappraise and 
Correct his behavior from their social judgments. Thus, overt be- 
havior links the person to the group and permits socialization to 
develop. 

A "simple" act denotes the process of satisfying a given motive. 
It involves a given intent, the execution of that intent, and subse- 
quent satisfaction or dissatisfaction. Motives have to be expressed 
Or executed in order to be satisfied even if the execution means a 
fleeting glance. The overt behavior is usually the end stage of the 
action process. No act is really “simple” except in a relative sense, 
for it involves motives, perceptions, feeling tone, ideas, images, and 
Motor executions before it is completed. But each act is subsumed 
Within acts of larger scope. Thus, the more complex acts include 
3 series of related acts. Each act is subsumed within larger action 
patterns until the person’s basic theme of behavior or general per- 
Sonal organization is encompassed. 

For €xample, passing an examination is an action which is sub- 
Sumed under the larger act of passing a course, which in turn is a 
phase of graduating from school. And graduation may be subordi- 
nate to the pursuit of a definite career. That is, each act is part of 
the integral personality, both inner and outer, as well as of past 
*Xperiences and of future goals. But what happens when the act 
remains incomplete? For instance, the student who fails an exami- 
nation may see this experience as part of a larger whole, namely 
receiving a low grade in the course, reducing his general scholastic 
Average, and perhaps jeopardizing his career. In addition, he may 
begin to have doubts about his ability to do competent work, Thus, 
disordered behavior has its focus upon one’s inability to resolve 
Conflicts or to complete activity. 

Action, Conflict, and Disorder. “Life is interruptions and recov- 
cries,” said Dewey. “Continuous interruption is not possible in the 
activities of an individual.” But Dewey was referring to ordered 
Persons and to "normal" activity.1° The person who is faced with 
a threatening situation does not necessarily recover from inter- 
rupted actions. Instead, he may be “stuck,” caught in a dilemma 
Which he cannot resolve. Either he does not know how to face his 
Predicament or he flees from it. Often he does both. Janet observed 


» John Dewey, Human Nature and Conduct, p. 179 (New York: The Modern 


Library, 1939), 
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that many of his patients became exhausted by the difficulties of 
a complicated daily routine and became "stuck" by the obstacles 
they encountered. To disentangle some of his patients from their 
complicated situations, Janet had to manipulate their situations so 
that they were able to solve their problems by achieving their de- 
sired goals. 

Whatever one may think of Janet's supportive therapy, it is clear 
that his patients were unable to pursue and to complete their in- 
tended objectives. And why? Undoubtedly, they were involved in 
threatening situations. But not all situations create such conflicts. 
For example, a person who is undecided about whether to wear 
one garment or another, or who cannot make up his mind whether 
to go to a play or to a movie for recreation may not feel threatened. 
His temporary indecision may be quickly resolved. But a threat 
ening conflict is essential to one's self-esteem. It does not become 
resolved very easily. For example, the death of a loved one is 
something very important to the person, but, whatever he does, 
the conflict lingers when he wants the person back. Hence, a threat- 
ening conflict is the inability to define a situation because no effec- . 
tive choice is available.!? For example, a soldier is hemmed in by an 
enemy. If he flees he will be branded a “deserter” by his unit and 
will forfeit his self-respect. If he remains, death looms before him. 
He can only stay and fight it out. But with this dismal prospect he 
lacks confidence to fight. Or, to continue with the example of the 
student who fails an examination, we find that his mother, to whom 
he is very closely identified, will “disown” him if he does not attain 
his career goals. This prospect threatens him, and he cannot solve it. 

Under such general circumstances the beginnings of persistent 
personal disorganization may set in and have the following charac- 
teristics: First, the subject becomes more preoccupied with himself 
rather than with the demands of the situation. His interest be- 
comes inverted, and he consciously gives up trying to complete the 
action. Second, the situation remains a problem; his responses to it 
and his scheme of action become narrowed. Third, unconsciously 
he tries to resolve the conflict and to complete the activity. In 


? Pierre Janet, Principles of Psychotherapy, pp. 228, 229 (New York: The 
Macmillan Company, 1928). 

12 See H. Maslow, “Conflict, Frustration and the Theory of Threat,” Journal of 
Abnormal and Social Psychology, January, 1943, 38:1, pp. 81-86. 
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chronic and insidious disorders this unwitting activity may be less 
evident. 

The person who meets a nonthreatening problem can be objec- 
tive about solving it. But the person who is overwhelmed becomes 
stymied, and he begins to reassess himself as well as the situation. 
For example, two women hear a disturbance on the lower floor of 
their home. One is frightened but goes down to investigate; the 
other, overcome with anxiety, hides in a closet. The former acts in 
accordance with the demands of the situation; the latter is con- 
cerned primarily with escaping from the situation and with defend- 
ing herself. 

Freud, who dealt primarily with chronic neurotics, regarded be- 
havior as essentially defensive. He began where social psychologists 
Benerally stop. His interest was with traumatic or critical reactions 
Which could not be faced, let alone resolved. This mental flight or 
repression became the keystone of psychoanalytic theory. His inter- 
€st was focused upon unconscious material and upon defensive be- 
havior resulting from unsolved conflicts.18 
b On a neurotic level, incomplete and fixed behavior is expressed 
in ambivalent attitudes, in compulsive rituals, in hysterical paral- 
yses, or in repeated attitudes of dread.!* But some neurotics “act 
Out” their conflicts; they do not solve their conflicts by this means 
but merely express them overtly, and, as such, repetitiously. Usually 
their "acting out" is irrational and self-compromising. For example, 
a delinquent boy who was undergoing treatment was persuaded to 
restrain himself from stealing. The boy exerted a great deal of effort 
to control his behavior for a few days, just to see what would hap- 
Pen. After a few days of no stealing, however, he developed marked 
feelings of anxiety. The therapist concluded that the stealirig pro- 
Vided a defensive means against the anxiety.1* When persons are 
taught to express their conflicts, as in some ethnic groups of the 
lower Socioeconomic levels, they become involved in fights when 
they become hostile, although the expression of this hostility does 


"The Basic Writings of Sigmund Freud, translated and edited by A. A. Brill, 
P. 939 (New York: Modern Library, Inc., 1938). Ae 
N Franz Alexander and Thomas French, Psychoanalytic Therapy, pp. 87, 88 
Q ise York: The Ronald Press Company, 1945). i A. 
See Hyman S, Lippman, “Difficulties Encountered in the Psychiatric Treat- 
Ment of Chronic Juvenile Delinquents,” Searchlights on Delinquency, edited by 
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not eliminate the anxiety. It merely alleviates it or covers it up for 
the moment. 

On a psychotic level this incompleted behavior is manifested in 
the indecision and the ritualistic gestures of the schizophrenic; 
in the unfinished, scattered, and abruptly diverting responses of the 
manic; and in the immobility of the depressive and of some cata- 
tonics. Furthermore, the psychotic distorts the demands of the 
group, invents goals which are satisfactory to him only, and drifts 
away from social expectations because, as Meyer points out, of the 
"ravages of habitually incomplete or directly inadequate and ill- 
adapted and ill-controlled reactions,” 16 Sometimes the schizophrenic 
substitutes fantasy for action and regards ideas as representing 
their enacted equivalents. 

Psychopaths act out their conflicts. The psychopath's inability 
to postpone his desires and to manage his aggressive tensions are 
one of the chief symptoms of his disorder. 

In brief, ordered behavior means that conflicts can be met and 
resolved. In this reorganizing process, activity can be renewed and 
growth can occur. Disordered behavior means that conflicts cannot 
be met and resolved, that activity remains incomplete and fixed. 
Hence, disorganization persists and development is retarded. 

The Unconscious and Repeated Behavior. In spite of fixed, de- 
fensive reactions, the person who has active conflicts often unwit- 
tingly strives to break through the impasse. Sometimes persons who 
are long bent upon solving problems suddenly come up with an 
answer. This applies not only to simple problems but also to intri- 
cate mathematical formulas. 

A mathematician had been attempting to work on a problem that 
had puzzled him for over two years. He had made some halfhearted 
calculations on scraps of paper but nothing came of his efforts. One 
evening he attended a lecture on an entirely different subject, fol- 
lowed by an argument with a friend about the lecture. He then went 
to his room intending to read for the rest of the evening. Somehow, 
reading did not appeal to him. He then picked up some scraps of 
paper and with hardly a pause proceeded to write out the solution 
to his problem. Somehow or other he knew that something had been 
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solved in the back of his mind but he had no idea of the solution 
until his pencil automatically wrote it out.17 

Disturbed persons heighten their tendencies to resolve personal 
conflicts. Consequently, their unconscious efforts at conflict resolu- 
tion, however painful, become intense and are repeated. This is 
evident in the recurrent dreams of traumatic neurotics; in the play 
therapy of children who act out and correct painful episodes accord- 
ing to their fantasies; in somnambulistic states during which a 
person may carry out acts which he inhibited while awake. Persons 
who have active unconscious conflicts often become tense and rigid 
and are readily fatigued by the strain. 

Unconscious behavior, as it pertains to disordered behavior, con- 
sists of those experiences which the person cannot face or recall or 
Speak about. It represents those experiences which arouse his help- 
lessness and diffidence. Consequently, to forget his critical experi- 
ences he retrenches his activities in order to function at all. Thus 
repression, suppression, dissociation, inhibition, or denial of experi- 
ences are defensive reactions and cushions for the person. Despite 
these defenses, his conflicts press for a solution. 

Hence, two types of behavior are repeated. One type consists of an 
unconscious pressure to solve one's conflicts. The other type consists 
Of the defensive reactions which cover up or evade the conflicts. The 
Unconscious conflicts are the bases for personal development; the 
defenses enable the person to function and prevent him from be- 
coming more seriously threatened, but they tend also to arrest or 
restrict personality development. 

The Unconscious in Personal Development. Earliest adverse ex- 
Periences may possibly be the most critical because the infant is 
plastic, generally helpless, and unable to resolve his conflicts sym- 
bolically, These experiences, however, are not the only residue 
of the unconscious. The unconscious runs the gamut of one’s life 
€xperiences which are pushed out of awareness. Orthodox Freudians 
are concerned mainly with repressed instinctual drives and infan- 
tile experiences. But the unconscious also includes distressing and 
Painful experiences in adolescence and adulthood. 

“Eliot Dole Hutchinson, “Varieties of Insight in Humans,” A Study of 
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Consequently, the "depth" of the inhibition varies. Some inhib- 
ited experiences which are relatively easy to recollect have been 
called the “foreconscious” by the Freudians. Other experiences can 
be recalled with great difficulty and only after sustained relation- 
ships with a skilled psychotherapist. The important fact in these 
recollections is that the person, by identifying with the psycho- 
therapist, can get a strong enough self-conception so that he can 
re-evaluate his past critical experiences without succumbing to his 
former helpless condition. When the person cannot reappraise his 
experiences in this manner, he may possibly become "retrauma- 
tized"—i.e., relapse to his former condition. Even in dreams the 
person may so disguise the images and symbols that he will protect 
his self-esteem. This fact has been discovered by psychoanalysts, 
but it does not mean that the disguised symbolism necessarily has a 
sexual meaning. 

In psychotic behavior the individual is unable to control his 
unconscious meanings, and often the voices, imagery, and visions 
that appear before him are not unlike the dreams of the ordered 
person. Although the psychotic's unconscious reactions outrun con- 
scious control, still the psychotic may attempt to solve his conflicts 
and to reorganize his perspective. This is especially evident among 
agitated catatonics, who are striving to regain their self-esteem. 
Many agitated catatonics do not accept the lowered estimate of 
themselves but fight against it, and often their very delusions, how- 
ever generalized and however misunderstood by others, may be the 
clues to the direction of their attempted. personal reorganization. 
Boisen has referred to this process as a “fever” and healing process. 

This unconscious effort at personal reorganization is a basic tend- 
ency in human behavior. It has been referred to as “homeostasis,” 


and on a physical level means the equilibrium between the organism 
and the environment. Allport states:18 


The self-preserving, self-repairing, self-regulating processes of the body 
imply to them a root tendency to maintain wholeness. In the constant 
return of all psychophysical systems to a state of equilibrium, some 
see a “wisdom of the body,” others a “state of vigilance.” The more 
prosaic refer merely to “homeostasis.” But whatever terms they employ 
these physiological doctrines all assume an inherent tendency of every 
organism to form itself into one intricate homogeneous system. 


18 From Personality, by Gordon W. Allport, p. 349. By permission of Henry Holt 
and Company, Inc., 1937. 
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The tendencies to action completion and conflict resolution on a 
meaningful level are highly integrated with the physiological tend- 
encies toward reorganization and growth. For the personality, like 
the culture, strives for consistency. And this consistency is attained 
by resolving conflicts so that self-acceptance can be regained.!? But 
persons who cling to fixed defensive reactions, as do certain psy- 
chotics, apparently strive less for personal reorganization, and the 
pressure of their conflicts ebbs to a minimal point. 


Role Taking and Social Relationships 


We have described the dynamics of action that influence ordered 
and disordered behavior. But channelized action results from social 
relationships, and the essential dynamism of social relationships is 
role taking. 

The Processes of Role Taking. Role taking is an acquired capacity 
to shift and to share another's viewpoint, attitudes, and feelings. 
It enables two or more persons to evolve common meanings and to 
Participate in concerted activity by attaining common goals. It 
involves an awareness of the viewpoint of other participants and 
* common frame of reference with them. Its mediums of expression. 
are verbal and nonverbal gestures. For example, the adult does not 
use the same language and gestures toward a child that he would 
Use toward another adult; he shifts his perspective to that of the 
child and expresses himself so that the child will understand him. 
The Participants must have common bases of agreement or consen- 
SUS—a universe of discourse. Without a universe of discourse, role 
taking and communication would be difficult if at all possible. For 
a universe of discourse does not only involve a shifting of one's point 
of view to that of another, it also means that in this process each 
interactant can foresee the ends of each other's action. Since they 
have common endis of action, their gestures, whether in words or in 
hand motions, become meaningful. If one beckons to another to 
come forward and he departs in the opposite direction, each is not 
Shifting to the perspective of the other and each has interpreted the 


” This fact has been accepted by a variety of investigators. See Anton Boisen, 
The Exploration of the Inner World, pp. 54-57 (Chicago: Willet, Clark & Co., 
1936); Carl R, Rogers, Counseling and Psychotherapy, pp. 28-30, 221 (Boston: 
Houghton Mifflin Company, 1942). For a physiological explanation of this 
Process, see Franz Alexander, Psychosomatic Medicine: Its Principles and Appli- 
Cations, pp, 75-80 (New York: W. W. Norton & Company, 1950). 
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gesture for different ends. Hence, we would not call this gesture 
meaningful or say that these individuals had a common universe of 
discourse, at least for that given action. 

For example, a paranoid recounted an experience in which a 
neighbor ended a conversation with the informal farewell of, "I'll 
see you later." 'The paranoid pondered over and read dire meanings 
into this statement. “Why should he want to sce me later? How late? 
About what?" She mulled over all the innuendos of threat which 
such a statement might imply. At night she bolted the door se- 
curely, pulled down all the shades, and could not sleep. Periodically 
she peeked out the window to see if the neighbor were coming. 
Clearly, this type of interaction did not have a common univcrse of 
discourse. Although the interactants knew the meaning of these 
words, their basic assumptions were so different that their interpre- 
tations of the words varied considerably. 

Role taking involves prediction among the interactants in order 
to foresee the ends of communication. Within limits, each inter- 
actant can anticipate the effect of his conduct, for the interactant 
arouses in himself the type of responses which he expects from the 
other. If a teacher commands a class to be quiet, she expects her 
gestures will create silent attention from the class. If a parent brings 


a gift to a child, he can rehearse in his mind the child’s 


pleasant re- 
action to the gift. 


The extent to which one has developed a capacity for role taking 
indicates his degree of ordered behavior, The individual who can 
judge and respond to the actual attitudes of another person can 
also control and revise his conduct accordingly. His behavior is 
realistic because he responds to attitudes which actually exist in the 
other person and are not imagined. If the other person is friendly, 
hostile, indifferent, or exploiting, he can perceive these attitudes 
and respond accordingly. For example, one greets an acquaintance 
in a formal way, but the returned greeting is both friendly and 
warm. The first individual then changes his behavior to meet this 
gesture and becomes more informal himself. The two interactants, 
then, devise the type of relationship which is mutually acceptable. 

Role taking, as an adjustive process, enables the individual to con- 
trol his behavior in accordance with the demands and 


expectations 
of other persons. 
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Types of Role Taking. But role taking differs in closeness and in- 
tensity. Clearly, the conversation between two diplomats differs from 
the relations between mother and child. The casual greeting of 
two acquaintances varies from the spontaneous confidences of two 
friends. Sociologists have implied these distinct role-taking processes 
in their analyses of primary and secondary groups or in personal 
and impersonal relationships. The generic types of role taking that 
are consistent with these particular groups are: (1) role identifica- 
tion and (2) role evaluation. 

Role Identification and Intimate Relationships. By role identifica- 
tion we mean that one interactant calls out and shares in himself 
approximately similar attitudes and feelings which the other per- 
Son experiences. Role identification is a self-involving and self- 
extending process, because the other person is included within the 
Orbit of one's self-esteem. Seemingly, one incorporates the attitudes 
and feelings of the other person. The mother who identifies with 
the child will feel sad or insulted if the child is sad or insulted. One 
will become happy when his friend is happy. Role identification is 
Intimate, personal, spontaneous, informal, usually durable, involves 
a "we" feeling, and, within limits is nondefensive. 

Role identification usually emerges from the institutionalized 
primary group, such as the family, but this is not inevitable. Marital 
Partners may cordially dislike each other, brothers may be overcome 
by rivalry, and parents and children may be mutually hostile. As a 
Matter of fact, some families may be more clearly characterized by 
familiarity, informality, and lack of restraint, instead of intimacy 
and identification, But familiarity does not necessarily inspire re- 
ciprocal identification. Consider the following illustration of family 
interaction. 


There are five of us in the family. Two sisters, my mother and father, 
and me, My oldest sister don’t talk to my father because she thinks he has 
no sense, My younger sister don't say much to my mother because she 
doesn't let her stay “out late. When we're home together we start fighting 
about little things. Last time, for instance, my younger sister had her 
friends over to watch television. I came home from work and went to the 
Yadio to hear the results of the ball game. The girls couldn’t hear the 
television so they said they would leave. I turned off the radio and got 
mad. Then my sister started at me, and called me a stupid pig, and I got 
mad and wanted to hit her. Then my mother chimed in and called me a 
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But projection becomes acute when an individual experiences a 
relationship in which he is helpless. He then responds as he would 
when encountering obstacles from the physical environment. First, 
he becomes more concerned with maintaining his self-esteem than 
with understanding and coping with the other person. Second, his 
perspective becomes fixed and arrested and his role-taking facility 
less flexible. He tends, therefore, to project his defensive techniques 
which he has acquired from this disturbing experience into his 
subsequent relationships. Third, in this defensive process he be- 
comes less able to evaluate and to share the viewpoints of other per- 
sons. His essential helplessness is vested in his lack of confidence to 
change the behavior of the other person toward him, or in his antici- 
pation of intense disapproval or loss of affection. He resorts to defen- 
sive techniques because he has surrendered his confidence in coping 
with the other person. Since these attitudes persist, he projects them 
onto other persons. 

For example, if an individual is persistently threatened by his 
parent and, as a result, becomes very hostile, he may respond to 
other authority figures in the same hostile manner, regardless of 
their attitudes, Although he can communicate and is aware of the 
other's formal role, in the area of conflict his role-taking facility 
becomes limited.22 This projective process interferes with role 
taking among neurotics and disrupts role taking among psychotics. 

Although neurotics project past fixed attitudes upon other per- 
sons, they can take the roles of others and can communicate. But 
their role-taking capacity tends to lack flexibility and reveals ambiv- 
alent attitudes toward other persons. On the one hand, they strive 
: affection. On the other hand, they are too hostile 
to call out the approval of other persons. Since their behavior is 
fixed, they may be troubled by not having friends, or may wonder 
why they antagonize others. As a result, their self-corrective reac- 
tions also decline. By falsely evaluating other's responses, they re- 
inforce their deceptive self-evaluations because they actually want 

= Idealization of others is also a form of projection 


relationship or in hero worship. Generally, this is 
and an extension of role identification. However, i 


as may occur in a love 
à positive form of projection 
n extreme cases, it is indica- 


rapeutic relationships and is 
considered a positive type of transference. Presumably, the person imputes what 
he considers an idealized image onto the other person. 
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to shield their real estimates of themselves. As Horney points out:28 


If the psychic conditions of the neurotic person were what they fre- 
quently appear to himself to be, it ought to be easy for him to gain 
affection. If I may verbalize what he senses only dimly, his impressions 
are something like this: What he wants is so little, only that people 
should be kind to him, should give him advice, should appreciate that 
he is a poor, harmless, lonely soul, anxious to please, anxious not to 
hurt anyone's feelings. That is all he sees or feels. He does not recog- 
nize how much his sensitivities, his latent hostilities, his exacting 
demands interfere with his own relationships; nor is he able to judge 
the impression he makes on others or their reaction to him. Conse- 
quently he is at a loss to understand why his friendships, marriages, 
love affairs, professional relations are often so dissatisfactory. He tends 
to conclude that others are at fault, that they are inconsiderate, dis- 
loyal, abusive, or that for some unfathomable reason he lacks the gift 


of being popular. 


Although mild psychotics can participate socially, they persist- 
ently feel threatened. For example, one female preschizophrenic 
belonged to many groups but always felt uneasy and became very 
anxious when others were quiet. Hence, she or someone clse had to 
keep talking. In her past, when she misbehaved, her parents would 
purse their lips and put their fingers over them in awesome and 
forbidding silence. Their punitive gestures continued to her post- 
adolescence when she left home. The intense disapproval associated 
With silence persisted in her future relationships. But insofar as the 
neurotic or the mild psychotic can shift his point of view so that he 
can anticipate the judgments of others, he is able to participate in 
Society, 

The most fixed and isolating type of relationship comes when 
Projection supersedes role taking. For example, many paranoids 
visualize other persons as hostile figures, regardless of the others' 
Intentions. Although these negative appraisals may not cover all 
Persons, they include many. As in any conflict process, the paranoid 
does not only negate his enemies, but he often attributes an impor- 
tance to himself which other persons consider bizarre and unac- 
ceptable, . TRUE 

Psychotics, then, become deprived of their role-taking facilities in 
the area of personal conflict. They are less able to communicate and 


? Karen Horney, The Neurotic Personality of Our Time, p. 106 (New York: 
W. wW, Norton & Company, 1937). 
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lose interest in the attitudes of others and become immersed in their 
own private attitudes. Hence, their words are not designed for com- 
municative purposes but for expressing their own conflicts—as is 
evident by their neologisms or newly coined words. For example, 
the schizophrenic who has withdrawn emotionally from certain 
individuals may feel that they are "dead" and may respond as if 
they were "dead." 

The psychopathic also cannot control his behavior because of 
his retarded role-taking facility. Self-centered, the psychopath can- 
not easily identify with others and cannot foresee the objections of 
others to his predatory behavior. 

In brief, just as action completion involves conflict resolution, 
so does development in interaction involve the socialization of pri- 
vate conflicts and a flexibility in shifting one’s perspectives. When 
the individual can take the roles of others in terms of their present 
intentions, his behavior becomes realistic. For in this condition he 
responds to existing attitudes rather than to imagined attitudes 
which were encountered in the past. He then can more easily antici- 
pate the behavior of the other person, can modify his behavior in 


terms of the social expectations, and can acquire a realistic version 
of himself. 


The Self System 


The self is the most important phase of the social personality. It 
is dealt with in some form by nearly all disciplines that try to under- 
stand people. The anthropologist who is concerned with cultural 
patterns emphasizes such peripheral concepts as status and official 
role. The psychoanalyst who deals with biopsychological aspects of 
personality emphasizes the functions of the ego in adapting to real- 
ity. The sociologist and social psychologist who deal with symbolic 
aspects of behavior concentrate upon self-co 
tion as well as upon status and role. 

The self is not a substantive thing. It cannot be located in the 
organism, but neither can love nor admiration nor other human 
expressions. The self is an acquired process; and it arises when the 
child internalizes the attitudes of others and 
praise himself as a distinct entity or object. 

But the self is more than an object. 
combines (1) a responding subject or “a 


nception and self-aspira- 


can perceive and ap- 


As an indivisible unity, it 
ctive self," (2) an image or 


—— m 
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idea—a self-conception of this responding subject, and (3) an organ- 
ization of social norms and images of other forms—an “organized 
other," ?* As such, self-esteem involves an inner interacting process 
in which one can evaluate himself in terms of his internalized norms 
and social expectations. 

The Active Self and the Self-conception. The active self or re- 
sponding subject is the ego or "I" of the personality. Of the many 
versions concerning this phase of the self we will consider two: 

First, from a psychoanalytic viewpoint, the ego is an all-inclusive 
orientation to reality with an anatomicophysiological base. It is 
à process for organizing the inner and outer environment to satisfy 
one’s attitudes and drives. When the ego fails to respond in an 
organized fashion, neurotic and psychotic behavior can result.?5 
This version of the self parallels the action phase of personality; 
it involves the degrée to which a given subject can organize and 
reorganize his behavior and his environment in his efforts at 
adaptation. 

Second, from a social psychological viewpoint, the self is essen- 
tially a reference process, a form of internalized interaction and an 
Outgrowth of role taking. The subject, by taking the role of another, 
can evaluate his behavior, his capacities, and his body image as he 
can evaluate these phenomena in others. The person can consciously 
appraise himself as an object in the same way that he can become 
aware of and appraise other objects. Thus, the two aspects of the 
Self which are involved in identity include an evaluated object, 
symbol, or image, and a perceiving, orienting, and evaluating sub- 
ject or agent. This evaluating subject is the active self; the appraised 
Symbol is the self-conception, self-estimation, or self-esteem. 

In this referring process all sorts of appraisals may arise. ‘The per- 
Son may accept himself if he is ordered; he may hate and condemn 
himself if he is depressed; he may be very uncertain of himself if he 
has anxiety; he may repress and dissociate one phase of himself 
if he is overcome by a fugue; he may even lack or lose this process 
of referring back to himself if he is severely psychotic. 


“The “organized other" is "adapted from the term “generalized other" as 
used by George H. Mead, Mind, Self and Society, pp. 152-158 (Chicago: Uni- 
Versity of Chicago Press, 1935). 

“Franz Alexander and Thomas M. French, Psychoanalytic Therapy, p. viii 
(New York: The Ronald Press Company, 1945). 
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Generally, the person's self-evaluation results in part from his 
succession of self-images which he experienced in the past, and in 
part from his present role and status in groups in which he partici- 
pates. For example, two persons may have similar roles of prestige 
in their occupations, but one may be bitterly discontent and the 
other may be relatively content. The first person may have been 
goaded from childhood to excel in all his activities. These perfec- 
tionistic cravings may so dominate his life that any position short 
of outstanding will be considered unacceptable by him. Further, 
he may feel that his rivals are ahead of him, and this may distress 
him further. On the other hand, the second person may have had 
lesser ambitions and other ideas about occupational success. Hence, 
he may feel that he has attained the goals to which he has aspired 
and be relatively content. A person may be relatively successful and 
have prestige in his present social position, but, because of a series 
of failures and humiliations in the past, he may still be uncertain of, 
and dissatisfied with, himself. 

But if we confine self-esteem to the influences of the present, 
the individual who functions competently and/or in a socially ap- 
proved manner enhances his confidence and self-esteem. When he 
behaves incompetently and/or in a socially disproved manner, his 
self-esteem may decline. One who anticipates severe self-criticism 
when he fails may be more hesitant in his responses. On the other 
hand, a person who takes failure lightly may be less hesitant in his 
responses. Thus, action is meaningful because it pertains to one’s 
present and/or anticipated self-evaluations. Of course, not all ac 
tions affect the self in the same way. A scientist may be a poor base- 
ball player, but his poor athletic prowess may not affect him very 
seriously. On the other hand, a professional baseball player may be 
seriously upset by one bad play. Thus, the activities and values 
which are directly related to one’s self-esteem are sometimes called 
sell-involving."? The norms of behavior by which one judges him- 
self vary with one's past and present relationships, his roles and 
degree of success. It has been found by experimentation that success- 
ful activity leads to a raising and failure to a lowering of one's 
levels of aspiration. Failure in a pursuit may result in avoiding the 


? See Muzafer Sherif and Hadley Cantril, The Psychology of Ego Involvements 
(New York: John Wiley & Sons, Inc., 1947), 
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setting up of a high level of aspiration." Thus, goal aspiration also 
1$ related to one's expected conception of himself. 

Body Image and Self-conception. The body image also has a defi- 
nite effect upon one’s self-conception. The physique, facial features, 
and other parts of the body are objects of social evaluation and 
directly influence one’s self-evaluation. This is attested by the nick- 


names of children and adolescents. It is apparent in the efforts of 


V 4 x = 
Women to look younger or slimmer. It is brought to continual aware- 
magazines, television, and 


ness by the advertisements in newspapers, 
radio. Often the physically underdeveloped boy may not be accepted 
completely by the peer group; and the fat adolescent girl may sacri- 
fice her companionship with males. The blemishes or defects in the 
body type by adverse social definitions, which are expressed in ridi- 
cule, avoidance, social exclusion, or limited participation, can con- 
tribute to a devaluated self-conception. Consider the following 


Sel-appraisal of a twenty-year-old male student: 
Tre any person in this world suffered as much as I because of the lack 
ns Aree inches in height? I do not think so. For ten years I have known 
F Suffering. With each passing year my hopes have diminished. Now at 
Ne age of twenty-one, my hopes have all but vanished. 
lie Pen a picture, vividly burned in my mind, of the moment when I 
UE elt this haunting desire to be taller. One summer day ten years ago, 1 
» rad on a cement ash container, waiting fora friend to come outside 
and ay ball. He came out and walked to where I was sitting. He stopped 
d I slid off the container. For the first time I had to look abends 
nal He looked down at mine and simply said, You're short." I said 
Tp and we walked to play ball. From that time, mot a day has passed 
Rs the words of that boy have not taunted me. They return virtually 
soi. time I walk into a restaurant and the hostess looks down at me and 
aie I imagine her to be smiling only because of my height. How 
Iculous a thought, but so very painful. Everytime I see my uncles I 
lear those words, you're too short.” How many times when a child have 
i to them, “You just wait till I grow up.” They are still waiting. Boys 
at m I knew as little children now look either on an even level or down 
"s me. I dare not accept a blind date. . a + I have tried high-heeled shoes; 
Was a total failure. I felt that I had committed a crime. 

Resin: Whiting. “Determination of Level of 
Pepe Evidence from Everyday Life,” Journal of Abnormal and Social 
eres July, 1949, XLIV:3. pp- 306-308; itn Levin Tamara Dembo, Leon 
o ed and Pauline S. Sears, “Level of Aspiration, Hiep) and the Be- 
Disorders, cdited by J. MeV. Hunt, Vol. 1 (New York: The Ronald Press 


Company, 1944), 


= 
See C. L. Child and John M. W. 
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Another individual was harassed by his mother because he was 
“too short.” She took him to the doctor to facilitate his growth. The 
physician prescribed something, but it did no good. After a few 
visits the doctor admitted that there was nothing that he could do 
to make the boy grow. 'The mother, in weird identification, began 
to chide and hit him because he was "so short." His schoolmates 
called him "shrimp" and would not let him play in football and 
baseball games. He developed intense inferiority feelings and com- 
pensated by excellent schoolwork. Only at the age of 16, when he 
grew slightly, did he begin to participate more frequently with boys 
and girls. 

The self-evaluation may be influenced not only by physical ap- 
pearance but also by different parts and movements of the body. 
For example, a girl had an unimportant accident which led to two 
superficial scars on her thumbs. She felt that life was not worth 
living. Long before the accident she regarded her hands as the most 
beautiful parts of her body.*8 The individual whose occupation de- 
pends on his hands, as a musician, or on his larynx, as a singer, or on 
his legs, as a dancer, can become very concerned about these parts 
of the body. Sometimes the clumsy individual becomes very self- 
conscious about his movements. In brief, in our body-conscious 
culture, one's effectiveness in social participation depends in part 
upon his appearance and movements. These facets of the body enter 
into the stream of social evaluations and, in the process, affect 
self-evaluations favorably or unfavorably. 

Self-reference in Ordered and Disordered Behavior. What dif- 
ferent processes in self-reference operate in ordered and disordered 
behavior? Let us consider ordered behavior first. 

Since the ordered person can take the role of other persons in 
terms of their present intentions, he can also appraise himself in the 
same realistic way. By perceiving, judging, and correcting his faults 
he can also control, change, and develop himself within the limits 
of his social situation and his abilities. He can face himself in terms 
of his performances, appearance, and aspirations. Even when at 
odds with social demands, his conflicts are on a present, realistic 
level rather than carry-overs from past dissatisfactions. Conse- 
quently, he tends to be concerned with his -problems and situa- 


*Paul Schilder, “The Somato-Psyche in Psychiatry and Social Psychology,” 
Journal of Abnormal and Social Psychology, October-December, 1934, 29:3, p. 318. 


THE SOCIAL PERSONALITY 79 


tions rather than with himself. He can be spontaneous and can 
express his deeper feelings, because he has a capacity for role-iden- 
tifying relationships of love and friendship. Moreover, he shows bal- 
ance or symmetry in his conception of his different formal and 
informal roles. He does not use one role to compensate for another. 
For example, a ditchdigger may be perfectly stable and ordered 
when he achieves some balance between his occupational, marital, 
and friendship roles.?? 

Although it would be difficult for one to express himself sponta- 
neously in a hostile, highly competitive group, still his conflicts 
would be results of contemporary situations, rather than past hang- 
overs. 

The disordered person usually cannot face and accept himself 
as he is but, inevitably, has to retreat into deceptive self-images. 
Although he becomes more concerned with himself than with his 
problems, he cannot assess himself accurately. As Horney points 
out, he is in fear of being “unmasked” and “found out.” Under his 
generosity is selfishness; under his efficiency is a fear of incompe- 
tence; beneath his intelligence might be gaps of ignorance. If peo- 
ple knew him too well they would be disappointed. His deceptive 
image then becomes a retreat and defense, but underneath stirs the 
anxiety of what he is really like; and he must flee from this image 
because it uncovers his weakness and helplessness. Hence, the neu- 
rotic creates a “front” to which he hangs on and which becomes 
Vital to his self-esteem. Consequently, his self-conceptions are con- 
tradictory. One self-conception is a “front” and a retreat. The other 
self-conception reveals his weakness and diffidence. 

Since the psychotic's capacity for role taking has been disrupted, 
he also tends to lack a capacity for internalized self-reference. 

First, many psychotics have unshared and delusional conceptions 
of themselves which the social judgments of others cannot change. 


contends that to be free is to be spontaneous. 
In many facets of our competitive society, spontaneity is difficult to achieve ex- 
Cept within primary groups. Thus, the individual who is spontaneous in a hostile, 
Suspicious group will change in time, although he will not necessarily become 
Neurotic because his conflicts will be on a present level. The other alternative 
implies a revision of the social dynamics of an impersonal society. Fromm sees 
that an impersonal competitive society cannot function in such a manner which 
Would permit this complete spontaneity. Eric Fromm, Escape from Freedom, 
PP. 262-265 (New York: Rinehart & Company, Inc., 1941). 


2 py ; 
Fromm, in a suggestive study, 
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For example, they may feel that they are made of wood or stone 
or are wasting away; they may ascribe undue importance to them- 
selves—that they are God, an angel, the devil—and judge the 
activities of other persons on the basis of their self-conceptions. 
'Thus, the paranoid may interpret a smile as an avowal of love, or 
people whispering as a dire plot. Second, many psychotics cannot 
attain identity in all spheres of behavior because they cannot con- 
trol all their activities. For example, psychotics who hallucinate do 
not circumscribe this behavior as their own but attribute it to out- 
side sources. Third, some psychotics may be unable to revise their 
self-conceptions because they have cut off their social ties. They 
judge themselves in terms of their private frames of reference. And 
psychotic depressives who internalize the social judgments of others 
in fierce self-condemnation often lack the strength to revise their 
self-estimates. 

In short, the more a person can face, assess, and correct himself, 
the greater is his tendency toward ordered behavior and personal 
development. His behavior tends to become spontaneous, problem- 
centered, self-realizing, rather than self-inverted and distracted by 
helpless self-concern. On the other hand, the less one can accept him- 
self, the more he has to hide behind illusional or delusional self- 
images and to obscure his "real self." He becomes less amenable to 
self-correction in terms of attainable aspirations and social demands 
and more fixed in his orientation to himself and to others. 

The Organized Other and Social Expectations. The “organized 
other” consists of the internalized framework of behavioral norms 
and of personal images by which the given individual directs and 
controls his conduct.?? It channelizes both permissible and forbid- 
den behavior, limits the individual's activities, and provides the 
bases for self-judgments. In essence, it is the conscience. 

It is derived from Mead's concept of the "generalized other" 
which reflects the internalized norms that are common to the mem- 
bers of a given community.?' The "organized other" covers the 
unique as well as the common norms of each person. The “general- 


®Freud’s conception of the “superego” differs from the “organized other” 
because it is essentially a medium with repressed and suppressed instincts, early 
infantile complexes, and early images of the parents. 

“ George H. Mead, Mind, Self and Society (Chicago: University of Chicago 
Press, 1935). 
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ized other" is analyzed in terms of a temporal presem and is ned 
in with the self-conception, or "me." But the norms and images 
by which one feels unworthy are distinct from the image of oneself. 
Also, the internalized norms of the individual may make for dif- 
ferent types of self-control. One individual may censure himself and 
feel guilty because of his inner scruples, and he may do so when he is 
alone and after a given act is completed. This individual may judge 
himself adversely quite apart from the judgments of others, as we 
say, because of "principles." Another individual may feel shame for 
having been caught doing something scandalous. He may fear con- 
temporary disapproval, but he may feel very little guilt when alone 
or after the incident. The first individual is responding to norms 
and images which he has internalized from the past. The other in- 
dividual is responding to reactions in the present. Both are exert- 
ing self-control, but in entirely different ways. 

Each person has unique norms both in content and in form, 
because each individual has acquired a unique set of aspirations 
and has internalized his norms of behavior in a unique way.?? 

Although Freud and others considered the moral demands in 
early childhood as most crucial, still adolescent and early adult 
experiences may so profoundly impress the person that these ex- 
periences can readily become the bases of his behavior. For example, 
the adolescent who is unacquainted with the techniques of social 
climbing may act out against authority as he did against his parents, 
but he may be repeatedly rebuffed. Thus, inhibiting his aggression 
against authority, wittingly or unwittingly, he may regard submis- 
siveness as one of the prime norms of his behavior. Also, intense 
prohibitions, such as killing, can be modified in a matter of months 
by intensified group pressures, as occurs in the army and in sub- 
sequent combat. 

‘The ordered person has internalized coherent images and norms 
which allow him to be "himself." He does not have to retreat into 
pretense about himself. Nor is he driven into a rigid, perfectionistic 
style of living. He can remain flexible because he does not strive for 
pseudo-perfectionism and can tolerate and abide by his moral de- 
mands. His internalized norms of behavior have not incapacitated 


? Sce Jean Piaget, The Moral Development of the Child (Glencoe, Ill: The 


Free Press, 1948). 
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him in his competitive relationships and in his identifying relation- : 
ships. A 

The neurotic, on the other hand, has internalized ambivalent 
images, especially of his parents. On the one hand, he idealizes his 
parents. On the other hand, he sees them as they are. Thus, his 
conduct tends to be motivated by hostile, vague, and contradictory 
ends. Because the neurotic is driven by rigid internalized rules, he 
experiences intense guilt when disobeying these rules. And this self- 
reproach is a result of past demands and of the images associated 
with those demands. The neurotic cannot afford to be “himself.” 
If a child has had it drummed into him by his parents that he is 
very talented and that any other estimate he has of himself leads 
to intense disapproval, he will of necessity operate under that fa- 
çade, regardless of what he may feel underneath.. Since his basic 
attitudes toward himself will be repressed, he will shift his real 
attitudes away from himself by behaving and conceiving himself as 
he feels his parents would have wanted him to. 

The “organized other” of the psychotic varies. The depressive 
tends to internalize a demanding set of images which he directs 
toward himself in stark self-condemnation. This applies also for 
many schizophenics. But the schizophrenic tends to externalize his 
wishes through hallucinations so that he does not feel responsible 
for them. His expressions, which were hidebound by certain norms, 
no longer are restricted by them. The schizophrenic also may have 
delusions which vaguely indicate an attempt to pull away from his 
norms of conduct. The psychopath who does not identify with 
parental figures has few internal restraints and rarely feels guilty. 


The Self-defenses and Disordered Behavior 

Personal Organization and Self-defenses. The person who can 
remain organized and confident in critical situations has little need 
for pathologically defensive behavior. In many critical situations, 
however, this type of behavior can be only partly achieved. For 
example, Bettelheim, while he was an inmate in a concentration 
camp, tried to avert the usual intense personal disorganization by 
studying his fellow inmates. He described his experiences as fol- 
lows:83 


? Bruno Bettelheim, “Individual and Mass Behavior in Extreme Situations,” 


Journal of Abnormal and Social Psychology, 1943, XXXVII, pp. 417-452. By 
permission of American Psychological Association. 
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During the first days in the camp, the writer realized that he behaved 
differently from the way he used to. He observed, for instance, the 
split in his person into one who observes and one to whom things 
happen, a typical psychopathological phenomenon. He also observed 
that his fellow prisoners, who had been normal persons, now behaved 
like pathological liars, were unable to restrain themselves and to make 
objective evaluations. Thus the question arose, "How can I protect my- 
self against disintegration?" The answer was: to find out what changes 
occurred in the prisoners and why they took place. By occupying 
myself with interviewing prisoners, by pondering my findings while 
forced to perform exhausting labor, I succeeded in killing the time 
ina way which seemed constructive. As the time went on, the enhance- 
ment of my self-respect due to my ability to continue to do meaningful 
Work despite the contrary efforts of the Gestapo became even more 
important than the pastime. 

al organization was more integrative 
but it is doubtful whether in this 
extreme situation he was able to face and to ward off the ever-press- 
ing threats around him. Despite his organization, he had to resort 
to a kind of detachment which in less extreme situations would have 
been very defensive. Murphy regards this basic “defense” as “autistic 
self-stabilization.” ** 

The whole problem of adaptability becomes a function of one’s 
ability to organize and to handle past and present critical situations 
in terms of one’s self-esteem. Horney refers to this basic stabilizing 
fact as a feeling of safety. Yet safety arises only when the individual 
can define and organize his situation. Hilgard has said:35 

The healthy self will achieve an integrative organization. Note that 

I say integrative and not integrated. It is the integrative personality 

which can handle the complexity of relationships with other persons 

in a culture like ours, a culture which makes plural demands. 


Hilgard points out further that although the paranoid may be a 
Very integrated personality because of his highly systematized de- 
lusions, he is not “integrative.” 9? His capacity for organizing his 
€nvironment within the framework of the culture is far less facile 
than that of ordered persons. 

When the person cannot ma 


Clearly, this type of person 
than that of the other inmates, 


ster a given set of experiences, he 


^ Gardner Murphy, Personality: A Biosocial Approach to Origins and Struc- 


ture, p. 530 (Ne & Brothers, 1947). 
d o York: Harper , 1 ^ ; 
55 Ernest A Hilgard, m Motives and the Concept of the Self," American 
Psychologist, September, 1949, IV:9. PP- 379-380. 
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becomes disorganized, incapacitated; it is then that the basic de- 
fenses arise. From a psychoanalytic viewpoint, Grinker and Speigel 
have shown from cases of soldiers in combat that as the pressure 
upon the ego or personality increases, the person’s inhibitory and 
intellectual functions give way because anxiety is intensified.3? This 
results in tremors, rapid heart beat, rapid breathing, and restlessness. 
When the anxiety is intensified further, the person becomes con- 
fused and cannot concentrate. He cannot differentiate. between 
dangerous and secure situations because all situations appear danger- 
ous to him. In this predicament the person, feeling that he has to 
get a grip on himself, often scizes the object nearest to him and 
squeezes it as if his very life depended on it. 

Characteristics of the Defenses. As partial or incomplete adapta- 
tions to conflict, the defenses are static, repetitive, inhibit personal 
development, and restrict personal organization. The pathological 
degree of the defenses depends upon the severity of the person’s 
conflicts and upon his general degree of stability. The defenses also 
seem to have some continuity, and they range from the techniques 
devised in mild neurotic behavior to the extreme private retreats of 
psychotic activity. 

Neurotic defenses which avert attitudes of helplessness may also 
prevent the lapse into the more serious disturbances of psychosis. 
For when neurotic defenses fail, anxiety may become so intense that 
sometimes a psychosis may possibly result. At other times a psychosis 
may often develop without an intervening neurotic period. In other 
instances neurotic and psychotic defenses may be mingled. Psychotic 
disorders do not always imply that the defensive system: has failed. 
For example, a paranoid who has a very tight logical delusional 
system may become a more severely disorganized hebephrenic if this 


delusional system is penetrated. On the other hand, an 
chotic without a fixed 


self more quickly than 
deep. 


acute psy- 
defensive system may possibly reorient him- 


the chronic neurotic whose defenses are very 


Defensive reactions are specific to the individu 
not know what defensive Structure a given person will develop. 
Under relatively similar conditions, two persons may respond by 
different defensive reactions. Each person has a defensive system 


al. Hence, we do 


“Roy R. Grinker and John Spiegel, Men Under Stress, pp. 132, 133. (Phila- 
delphia: The Blakiston Company, 1945). 
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peculiar to him because of his constitution and his unique sequence 
of experiences. The hypnotic experiments of Wolberg point up this 
phenomenon rather clearly. 

Wolberg instructed three subjects, a conversion hysteric, an 
anxiety type, and one with psychosomatic symptoms, that each 
would see a chocolate bar and would have an irresistible desire to 
eat it.48 By eating the chocolate he would simultaneously feel that 
he was doing something "very wrong and very bad." After awaken- 
ing from the hypnotic trance each subject was to forget these sug- 
gestions but was to react to them. 

The conversion hysteric saw everything else but the chocolate 
bar. His blindness for the object persisted for twenty minutes. After 
that he saw the candy but would not eat it. 

The anxiety subject became dizzy, pale, had violent tremors, and 
was unable to walk. In fact he became so severely anxiety-ridden 
that he had to be rehypnotized in order to remove the conflict. 

The third subject was composed and talked about eating and 
about food. He justified his attitudes by disclosing that visitors 
should eat food offered to them. He started to eat the chocolate but 
it tasted bitter. He complained of stomach pains and nausea, and 
went to the bathroom and vomited. 

We see that each subject responded differently in an externally 
similar critical situation. Yet the anxietyridden person without a 
defensive scheme seemingly suffered the most. Unless we know the 
developmental history of a person we don't know what defenses he 
Will summon in a critical situation. We do not know to what extent 
the defensive system is a function of constitutional proneness or of 
Specific social influences. More research of developmental sequences 
às well as in experimental situations is necessary for a clearer under- 
standing of this phase of personality. 

Defenses and Disordered Behavior. Defensive reactions are usu- 
ally unwitting and nondeliberate, but in some instances they may 
be amenable to control. Defensive behavior can arise from internal 
as well as external dangers. When the person cannot cope with ex- 
ternal danger, he attempts to flee from it. Later, he tends to so 
organize his activity that he will not re-encounter the threat. In the 
Same way the person attempts to flee from the recollection of a pain- 


Louis R. Wolberg, “Hypnotic Experiments in Psychosomatic Medicine,” 
Psychosomatic Medicine, 1947, IX, pp. 337-342. 
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ful or distressing experience by repressing, suppressing, or denying 
it. This type of forgetting, as Freud early saw, constitutes a kind of 
internal flight, and in a sense is the basic defense in disordered be- 
havior. Another type of defense averts self-reproach by imputing the 
blame to the environment, as in projection and rationalization. A 
third type redeems one's lowered self-estimate by redirected or sub- 
stituted behavior, as in overcompensation, reaction formation. 
The fourth type, “withdrawal and externalization” which pertains 
to psychotic behavior, reveals a dissociation from self-controlled 
activity. But these generic defenses, which are among the multitude 
of specific defenses selected in the struggle for adaptation, also com- 
bine in unique patterns for each person. These defensive reactions 
will be elaborated in the specific discussions of the disorders. 

Defensive Behavior and Social Relations. Horney has described 
defensive behavior in terms of social relationships. She has described 
the following three types of defenses which the neurotic imple- 
mented in his relationships with other persons: (1) moving toward 
people, (2) moving against people, and (3) moving away from 
people, or social detachment.?? 

Although neurotics may have all three defensive attitudes in some 
measure, they select one predominant defense as their life style. This 
is seemingly the mode of behavior by which they feel best organized 
and most secure. Although ordered persons also may have these 
attitudes, neurotics are driven to these relationships in an inflexible 
and rigid manner, even when this type of relationship is inappro- 
priate for them. Without this defensive manner they become very 
insecure, and even panicstricken. Further, these attitudes toward 
other people reflect their attitudes toward themselves. Thus, the 
individual who moves toward people by being very submissive also 
may be self-contemptuous. The individual who is hostile to others 
is also hostile to himself. The individual who withdraws from others 
also tends to become distant and estranged from himself and tries 
to look at himself with a detached interest. 
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CHAPTER FIVE 


Abnormal Behavior, Personal 


Disorders, and Culture 


In the preceding chapter we described the dynamics of the social 
personality and the changes that occur among disordered persons. 
But disordered persons emerge within a given society, and the 
members of that society define their behavior in certain ways. Some 
neurotics who are able to fulfill their responsibilities may be con- 
sidered “normal” by the group. But psychotics, unable to fulfill their 
responsibilities, may be considered "abnormal." Also, behavior 
that is acceptable in one society may be reprehensible in another. 
Frequently, behavior cannot be interpreted as ordered or disordered 
unless its meaning in the given society is understood. In the attempt 
to sharpen the disparate concepts of disordered behavior and of 
social abnormality, and to show the importance of understanding 
these forms of behavior within the cultural context we shall discuss: 
(1) the individual and cultural views of abnormality, (2) the rela- 
tionships between personal disorders and abnormality, (3) culture 
and disordered behavior, and (4) the social definitions of specific 
types and expressions of personal disorders in our culture. 


Forms of Abnormal Behavior 


Abnormal behavior has been defined in terms of the individual's 
performance and in terms of the group's definition of the indi- 
vidual's performance. 

88 
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Personal Stability and Disordered Behavior; Individualistic Con- 
ceptions of Abnormality. The individualistic conceptions of 
"abnormality" or personal instability may be interpreted as: (1) the 
deviation from the usual performance of a given individual; (2) the 
deviation from a hypothetically ideal personal stability; and (3 
the deviation from the average or mode of personal stability in a 
given group. These individualistic connotations of "abnormality" 
denote disturbed or disordered behavior. 

Deviation from Usual Behavior. The individual whose perform- 
ance or mood is not "up to par" or not characteristic of his usual 
demeanor is sometimes considered "abnormal." Some persons who 
experience critical situations such as bereavement, marital discord, 
or disappointment about a job may have interludes of atypical be- 
havior. Temporarily disorganized as a result of these stress situa- 
tions, they may behave in an unusual manner; after a respite they 
revert to their usual condition. Even when their behavior persists, 
their performance is often gauged by their usual behavior in the 
past. 

Deviation from Ideal Personal Stability. The clinical conception 
of abnormality refers to the deviation from ideal personal stability. 
For example, if a random group of persons were tested, a large pro- 
portion of the sample might be found to be disturbed. Since few in- 
dividuals realize the optimum development of their social capacities 
or are very well organized, few persons are “ideally normal.” Also, 
in a society where the individual continually encounters frustration 
and conflict, ideal stability is difficult to attain. For instance, many 
people in our culture are insecure and have certain fears which can- 
not be overcome completely. Ideal personal stability has often been 
described by advocates of mental health, but relatively few people 
attain this ideal. For example, the National Committee for Mental 
Health defines mental health as follows:? 

Mental Health clearly means that an individual has found a reason- 

able measure of peace within himself and with his environment—it 

means that an individual is able to pursue reasonable purposeful 


goals; may use his capacities and talents fruitfully; experiences a 
sense of security, of belonging, of being respected; has a knowledge 


*Sce Chapter Nineteen, “Prevention: Personal Stability and Society.” 
x pele National Health Assembly, America’s Health, p. 302 (New York: Harper 
Brothers, 1949). By permission. 
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that he is liked or loved and wanted; has self-respect and self-reliance; 
has a sense of achievement; has an opportunity for new experiences 
and adventure. Mental health also means that an individual has 
learned to respect others, to accept others, and to live with others. 
How many persons in our society measure up to this omnibus 
definition of ideal personal stability is not known precisely, but 
very likely many do not. For example, 24 per cent of 4,828,000 men 
rejected for military duty in World War II had personal or organic 
disorders. This does not mean that the other soldiers who entered 
the Army were all stable.* In a comparative study of 100 psychiatric 
battle casualties and 100 noncasualties, 22.8 per cent of the former 
and 11.9 per cent of the latter group had unhappy childhoods, and 
5.9 per cent of the former and 3.6 per cent of the latter group had 
some neurotic traits.t Since the huge group of potential inductees 
and soldiers were usually under 40 years old, and the majority under 
80, it is apparent that a substantial proportion of the population in 
our society do not by any means achieve ideal stability or maturity. 
Deviation from Modal Personal Stability. The third conception 
of abnormality is the deviation from the average or modal stability 
for a given group.5 The difficulty with this attempt at definition is 
that the units of what constitutes normal stability are not readily 
amenable to quantification and even to definition. As yet we do not 
know the norms of behavior, mood, and orientation for children, 
adolescents, or young and old adults. In addition, the modal stability 
may vary by socioeconomic level, ethnic group, and even occupation. 
For example, the modal emotional stability for children in middle- 
° William C. Menninger, Psychiatry in a Troubled World, p. 587 (New York: 
The Macmillan Company, 1948). 


* W. A. Needles, “A Statistical Study of 100 Neuropsychiatric Casualties from 
the Normandy Campaign," The American Journal of Psychiatry, September, 
1945, 102, pp. 214-221. i 

a Lundberg proposes that those within the lower 16 per cent of a group be con- 
sidered within the abnormal category. Yet Lundberg bases his statistical average 
on behavioral expressions, and lumps together the lame, the blind, the feeble- 
minded, and the “insane,” although it can be readily seen that the character of 
their deficient performances would yary in kind. A feeble-minded person would 
be unable to adjust because of his poor performance on a job. A paranoid, how- 
ever, would probably be quite competent on his job but would be unable to get 
along with other persons. Obviously, this type of characterization of the ab- 
normal has serious shortcomings by its overinclusive categorization of “abnormal.” 


See George Lundberg, Foundations of Sociology, pp. 214-215 (New York: The 
Macmillan Company, 1939). 
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class Italian families, for lower-class Negroes and for upper-class 
white Americans very probably differs. 

If we compare the average persons in other cultures the discrep- 
ancies become greater. The modal or average Alorese would prob- 
ably be neurotic; the normal Dobuan would be very suspicious; the 
normal Mundugumor would be very hostile; the Zufii would be 
relatively noncompetitive and the middle-class American very com- 
petitive. In short, the average person in one culture develops dif- 
ferently from the average person in another culture because of the 
technology, patterns of relationships, goals, social structure, and 
ethos in a given culture. 

Horney has broadly sketched the normal person in the American 
urban culture as one who is inclined to become more reserved and 
less inclined to trust people as he reaches adulthood and is aware 
that People are not motivated by straightforward actions but are 
often prompted by expediency and cowardice.* Despite the recogni- 
tion of these shortcomings in others and in himself, he does not 
become helpless in dealing with them. Moreover, he has some people 
With whom he can be friendly and to whom he can confide. This 
normal or healthy person presumably has experienced conflicts 
Which he could usually integrate in contrast with the neurotic who 
has had traumatic experiences which he could not integrate, and 
thus has become predisposed to anxiety. But how characteristic this 
Personality type is, is not known, because the sketch is thin and is 
a means of differentiating the supposedly stable person from the 
neurotic in our culture. 

The so-called average or characteristic personality varies in dif- 
ferent cultures. Since each culture, subculture, and perhaps even 
Sach historical epoch, may have a constant and recognizable person- 
FA d it becomes misleading to expect the same kind of per- 
the ndis emerge or to thrive in different cultures. For example, 
iV Zuni would be somewhat out of place in pür 

€ society, and the aggressive, climbing American “go- 

Setter” would be in complete disfavor among the Zuñis. 
K) ay as Social Definition: the Cultural Approach. Abnor- 
avior, as defined by the group, refers to the individual’s 


8 7 
W., Saten Horney, The Neurotic Personality of Our Time, p. 95 (New York: 
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departure from the norms, standardized practices, and approved 
outlets for his specific roles. From this viewpoint the crucial point of 
abnormality is the group's evaluation of individual behavior rather 
than the degree of personal stability. Each society possesses and 
transmits a singular configuration of attitudes, gestures, and expres- 
sions. These constitute the social expectations and social definitions 
which members of that society have to observe and follow. These 
unique group definitions are used to determine whether or not a 
person is socially normal in that society. Two individuals in two 
distinct societies may behave in somewhat the same way, yet the 
behavior of each will have a widely divergent meaning in each 
society. Kroeber has described in striking fashion how collective 
superstitions can be mistaken for personal delusions.* 


-. - an elderly Neapolitan cobbler comes to a hospital clinic with a 
rambling story told in broken English. His account wanders from 
headaches and listlessness to an old woman who has made him sick. 
He is referred to the neuro-psychiatric department with the comment: 
“Question of psychosis.” Examination brings out little more than ir- 
relevant detail about the enemy and how long she wished him ill, 
and why, and how she makes his head hurt. There is all the more 
indication of a persecutory delusion. The man is told to come back 
with an interpreter. He returns with a fluent Italian-American who 
explains apologetically that the old man is illiterate and he believes 
the woman is a witch and has cast the evil eye on him. The apparent 
delusion dissolves into a bit of superstition typical of the lower orders 
of Neapolitan society. What is normal belief there, is a psychotic 
symptom in one of our hospitals . . . the norm of one culture is a 
sign of nervous pathology in the other. 


What appeared as disoriented behavior to the psychiatrist in our 
culture was indicative of oriented and approved behavior in another 
society. For this significant reason behavior cannot be correctly eval- 
uated unless we know how that behavior is defined by the given 
society or subsociety. This is true not only for what seems to be 
disoriented behavior in our culture but also for varied gestures. 

For instance, although laughter may have many shades of mean- 
ing in American society, it is frequently associated with pleasant 
experiences. But among the Japanese of the nineteenth century, 

* Alfred L. Kroeber, “Cultural Anthropology.” By permission from Problems 


. of Mental Disorder, edited by Madison Bentley and E. V. Cowdrey, p. 347. Copy- 
right, 1994. McGraw-Hill Book Company, Inc. 
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laughter was not necessarily a reaction*to amusement but frequently 
à social duty. The Japanese child was taught to smile just as he was 
taught to bow or to prostrate himself. He was taught to express a 
happy appearance so as not to impose his grief upon his friends. In 
this light, Klineberg, who used Hearn's materials among others for 
studying the Japanese, relates the following:§ 


The story is told of a woman servant who smilingly asked her mistress 
if she might go to her husband's funeral. Later she returned. with the 
ashes in a vase and said, actually laughing, “Here is my husband." Her 
mistress regarded her as a cynical creature; Hearn suggests that this 
might have been pure heroism. 


The white mistress interpreted her servant's smile as one of joy 
rather than as a cover-up for the intense grief and sorrow that this 
Servant might have felt. Yet the Japanese would have clearly under- 
Stood her gesture as socially normal. 

It is usually necessary, too, that behavior be accessible to group 
evaluation. An individual who silently harbors deviant private 
beliefs cannot be defined as socially abnormal if he does not allow 
his actions to be influenced markedly by his views. For example, 
Some mild paranoids in our culture have enough situational in- 
Sight to Suspect that their grandiose ideas of themselves would be 
denounced by other persons. Consequently, they usually are silent 
about their Private notions unless they feel completely confident in 
the other person. Sometimes they express their ideas in such a way 
that the listener is not sure whether they are serious or joking. 

Sometimes "adherence to reality" is considered a criterion of 
Social normality. But different societies have different versions of 
, Teality.” What may be "real" in one society may be clearly “false” 
1n another Society. “Reality” is a function of communication and 
agreement rather than of objectively demonstrated truths. It refers 
us the individual's ability to share and to evaluate the viewpoints of 

1S immediate Sroups. Johnson has described this phenomenon in 
the case of the “ ‘Phantom Anesthetist’ of Mattoon,” ® and Cantril 


TA Klineberg, Race Differences, p. 286 (New York: Harper & Brothers, 
99), 
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and his associates have done so in the analysis of The Invasion from 
Mars.” 

In many parts of Western culture if one sees a religious miracle he 
may be believed and perhaps elevated in status. But if he claimed to 
have seen a fish walking on dry land or some other unlikely episode, 
his sanity would be questioned. At this writing (1950) 100,000 per- 
sons are waiting for a farm woman to behold a “heavenly” vision. 
This same process applies to other societies. For example, if a Saul- 
teaux Indian saw a nonexistent great snake he would be believed, 
or at least tolerated, for these illusions are transmitted in the folk- 
lore and socially sanctioned. On the other hand, if he claimed to 
have seen a Jabberwocky he would be considered a liar, or a “mad- 
man.” 

Furthermore, what may be considered abnormal on one occasion 
may be sanctioned on other occasions. The antics to which some 
fraternity pledges submit, or the behavior of anonymous visitors 
during conventions in large cities would, on other occasions, be 
considered definitely abnormal. If a fraternity pledge is fishing in 
front of a theater he would be tolerated, but another person without 
this social role would probably be considered psychotic. 

Abnormal behavior, then, has a specific group connotation. It 
challenges, disrupts, or threatens the group and contributes to its 
demoralization. From a functional point of view, abnormal be- 
havior cannot be used by the society. From the interactional point 
of view it is activity which is collectively disapproved. Hence, the 
more threatening a given form of behavior, the more severely it is 
collectively disapproved and suppressed. 


Disordered Behavior and Socially Abnormal Behavior 


Disordered behavior is essentially a result of sustained personal 
conflict and personal disorganization. Socially abnormal behavior is 
a result of social definitions and social expectations. The extent to 
which an individual can reorganize his behavior is a criterion of his 
being ordered or "mentally healthy." But the extent to which an 
individual fulfills his social roles and abides by the dictates of the 
group determines the degree to which he is socially normal. Al- 
though personal disorders, especially the psychoses, the severe neuro- 


wH, Cantril, H. Gaudet, and H. Hertzog, The Invasion from Mars (Prince- 
ton, N.J.: Princeton University Press, 1940). 
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ses, and the acting-out disorders, may usually be defined as socially 
abnormal, the two concepts do not necessarily coincide. 

For example, in analyzing the personality structure of four people 
in a small town, i.e., Plainsville, Kardiner found that though three 
persons were severely neurotic, they were able to participate in the 
community and were considered “normal” by the other residents. 
Although Kardiner claims that "the distinction between normal and 
neurotic breaks down completely," 1! it is apparent that the two 
terms, i.e., normal and neurotic, denote distinct dimensions of be- 
havior. From a clinical point of view these three individuals spoken 
9f by Kardiner lacked personal stability. From the viewpoint of 
Social definition they were normal because they were able to partici- 
Pate in the group within the range of the demands of their pre- 
Scribed roles. Also, it is not known how far they veered from the 
empirical norm of stability within this particular community. 

Many neurotic persons, who are troubled with severe conflicts, 
conform in their daily relationships and perform their duties sat- 
isfactorily, Some neurotics are more rigorously conformistic than 
Stable persons because they are more easily threatened by self-asser- 
tion and more easily disturbed by social disapproval. Indeed, all 
their behavior is oriented around being socially accepted. Horney 
has referred to these neurotic persons as the "compliant type" be- 
Cause they resort to submission as a defense to allay their anxiety. 

Fromm claims, however, that in our competitive society many 
norma] persons who are well adapted and who can satisfactorily 
fulfil] their social roles do so at the expense of their individuality. 
Insofar as they sacrifice what they want to do in order to be well 
adapted, these normal persons become emotionally crippled. For 
their compulsive social efficiency deprives them of the kind of self- 
realization which can make for optimum development and happi- 
Dess,12 Fromm maintains that some neurotics, on the other hand, 
have not completely surrendered their efforts at self-realization and 
individuality but strive for it through neurotic symptoms and in 
antasy life. 

People who cling to the letter of the rule are often highly uncer- 


Coi Abram Kardiner et al., Psychological Frontiers of Society, p. 378 (New York: 
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tain of themselves and need external props to remain organized. 
Benedict regards the Puritans of New England, who persecuted 
others as “witches,” as more disturbed than the people they perse- 
cuted. Yet they were the normal persons of their society. In fact, 

Few prestige groups in any culture have been allowed such complete 
intellectual and emotional dictatorship as they were. They were the 
voice of God. Yet to a modern observer it is they, not the confused 
and tortured women they put to death as witches who were the psycho- 
neurotics of Puritan New England. A sense of guilt as extreme as they 
portrayed and demanded both in their own conversion experiences 
and in those of their converts is found in a slightly saner civilization 
only in institutions for mental diseases. 

An extreme example which clearly points up the difference be- 
tween disorder and abnormality was observed by the writer over a 
six-months period. This was in a group of psychotic persons in a 
hopeful ward of a mental hospital.’ All these persons were disor- 
dered and some were severely disordered, and they were, of course, 
considered abnormal by conventional society. Nevertheless, in the 
process of collective participation they evolved standards of “nor- 
mal” and “abnormal” behavior. The patients usually wanted to be 
released from the hospital and wanted to improve as a means of 
being released. Those few patients who claimed that they were 
content with the hospital or would never recover were considered 
atypical or abnormal by the other patients and were often avoided 
by them. This patient group, like any other group, had norms of 
approved behavior and strived to retain a collective morale. The few 
patients who disrupted this morale by their complaints were thus 
considered “abnormal.” On the other hand, despite their disordered 
behavior, the patients were able to maintain a simple informal 
social organization and to create some value judgments within that 
organization. Š 

Even certain types of behavior such as lack of self-management 
and self-care, which Gillin suggests as probable criteria of social 
abnormality in all cultures, would not apply if this type of behavior 
were collectively approved and had institutionalized outlets in the 
given society." For instance, the shamans of Siberia, as Benedict has 


18 Ruth Benedict, Patterns of Culture, p. 255 (New York: Penguin Books, Inc., 
1946). By permission of the authorized publishers, Houghton Mifflin Company. 

u See Chapter Seventeen, The State Mental Hospital: The Patients. 
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shown, are able to rise to leadership despite their temporary inabil- 
ity for self-care.16 

"This feature in Siberian culture, however, is not characteristic. 
Seemingly low-grade mental defectives or paretics or other types 
who were not necessarily self-sufficient at least for survival purposes 
might be considered abnormal in most cultures. For it is difficult to 
see how a society could long survive which would place a premium 
on complete helplessness. Generally then, lack of self-care would 
be a cross-cultural criterion for abnormality unless in exceptional 
cases, as we have illustrated, it became institutionalized for specific 
persons. 


Personality Patterns and the Dynamics of Disorders 

But disordered behavior also cannot be judged apart from the 
cultural context. Sometimes individual behavior in two different 
cultures may appear alike, but one type may be ordered and the 
other disordered. We have shown that what appears as hallucinatory 
or delusional behavior to us may be accepted as socially normal in 
other cultures. But what personality dynamics distinguish disordered 
behavior in one culture from seemingly similar but ordered be- 
havior in another culture? This point can be clarified by comparing 
the Supposed “paranoidal” behavior of the Kwakiutl Indian with 
the behavior of the individual paranoid in an American urban 
Society, 

The motivational emphasis of the Kwakiutl Indians in the Pacific 
Northwest was bent upon vindication of insult and upon unre- 
Strained self-glorification.!* This intense emphasis upon personal 
Superiority made the characteristic Kwakiutl Indian unable to tol- 
erate an affront. The opponent had to be avenged, whether by kill- 
Ing him or by outdoing him in an institutionalized ceremony called 
the Potlatch, In this ceremonial contest the outraged person distrib- 
ited gifts to his rival but at the same time glorified himself and 

Crated his Opponent. Although this unabated drive toward self- 
Blorification and hypersensitivity to insult seems analogous to para- 
Noidal behavior in our society, the two forms of behavior differ 
markedly, 

The Kwakiutl brave learns his behavioral patterns in a normal 


T Benedict, Patterns of Culture, p. 247 (New York: Penguin Books, Inc., 
» 


a : 
See Ibid., Chap. VI. 


98 SOCIETY AND PERSONALITY DISORDERS 


process of personal development. He responds as others expect him, 
and even compel him, to respond. He has no alternative but to fulfill 
his prescribed role. The chieftain, shaman, or whoever else in the 
tribe engages in these self-glorifiying practices can share the view- 
points of the group and can anticipate the censure of the group 
should he fail. When he does fail by being defeated in a Potlatch 
contest, or for some other reason, he may become psychotic, commit 
suicide, or kill his competitor. For example, a shaman was dis- 
covered by other members of the tribe to have performed a feat by 
a trick rather than by his supposedly supernatural powers. He 
"withdrew and went crazy within the year." 18 

Hence, this behavior of the Kwakiutl brave is socially normal and 
ordered in his social context because it fulfills the group's expecta- 
tions. This does not mean that the Kwakiutl necessarily is a stable 
person; he may be rather unstable. But his seemingly “paranoidal” 
behavior is distinctly different from the symptoms of the paranoid 
in our society. 

In our society the paranoid does not pursue an approved course 
of action but is responding to a defensive and distorted outgrowth 
of an individual conflict.!? To retain his self-esteem the paranoid 
has selected individualized slants to the culture and to himself 
which others do not share. Only by his distorted evaluations can he 
retain his self-esteem. The paranoid usually violates the role pre- 
scribed by society. He is less amenable to self-control and to social 
control because he cannot share the views of other persons; and in 
this respect he isolates himself from the group. This criterion of 
disordered behavior obtains regardless of the institutionalized pat- 
terns within the culture. For example, were a Kwakiutl female to 
claim that she were a male she would probably be disordered. More- 
over, the paranoid does not resolve his conflict by his distorted out- 
look and activities. On the other hand the Kwakiutl Indian, by 
resorting to the Potlatch or to some other compensatory means, 
tends to remove the feeling of being insulted and thus has resolved 
his conflict. 

Cultural Determinants and Disordered Behavior. In discussing 
the disparate conceptions of personal disorders and of social abnor- 

75 Ibid., p. 197. 
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mality, we pointed out that empirical norms of personal stability 
Vary in different cultures. But what cultural determinants con- 
tribute to these different degrees of stability and, more specifically, 
contribute to disordered behavior? Some determinants which may 
have a direct bearing upon disordered behavior include the follow- 
ing: (1) degree of technology and rapidity of social change, (2) 
cultural heterogeneity and social contacts, (3) discipline and frustra- 
tion of "original drives," such as sex, and (4) characteristic early 
mother-child relationships. 

Technological Complexity and Social Change. One of the evils 
frequently blamed for disordered behavior is the increasing com- 
plexity and rapid tempo of modern civilization. It is believed that, 
as civilization becomes more complicated, conflicts multiply, and 
that some persons unavoidably weaken and break down.?? On the 
other hand, some investigators maintain that disorders have not 
increased.21 Goldhammer and Marshall, in a study of state hospital 
commitments for Massachusetts from 1840 to 1860.and for the 
United States as a whole during 1940, found that the rates of com- 
mitment did not increase for persons under 50 years of age.?? The 
chief question with respect to this inference is whether Massachusetts 
at that time was less complex than many communities in contem- 
Porary United States as a whole. But the investigators leave this 
question open by positing two alternative conclusions. Either stress 
factors have not increased during the past century, or, if stress 
factors have increased, they are not as directly relevant to psychotic 
breakdowns as had been supposed.** It appears, however, that the 

“See Mabel A. Elliott and Francis E. Merrill, Social Disorganization, p. 511 
(New York: Harper & Brothers, 1941); Sigmund Freud, Civilization and Its Dis- 


Contents (New York: Jonathan Cape and Harrison Smith, 1930). 
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Corporation, 1949), 
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differences in technological complexity and degree of social change 
during the two periods are not so great as would be supposed. Massa- 
chusetts was somewhat industrialized, prone to rapid social change, 
and had a large influx of immigrants. For a definitive comparison of 
the effects of technological complexity upon psychotic disorders, a 
more rural area would have to be considered. Yet a comparative 
analysis of this type is difficult; because in rural areas mildly 
psychotic persons can more easily be cared for at home. 

The Hollow Folk. The past discussion pertained mainly to 
psychotic behavior. But what effects do technological complexity 
have upon neurotic behavior? The comparative study, by Sherman 
and Henry, of five communities in the Blue Ridge Mountains of 
Virginia may be pertinent in this respect because these communities 
varied in degrees of technological complexity, rapidity of social 
change, and social discipline. Neuroses were supposedly more 
frequent in the more technologically complex communities of Oak- 
ton and Rigby than in the technologically simple communities of 
Colvin and Needles. Only 2 children in Colvin and Needles had 
nervous symptoms, such as nail biting and excessive blinking of the 
eyelids.?5 In Oakton and Rigby the investigators found 5 neurotic 
adults in addition to many children who had conflicts of insecurity 
and inferiority. 

This analysis has been accepted by some sociologists as indicat- 
ing the positive relationship between cultural complexity and the 
amount of mental disorder.? To be sure, few persons in Colvin had 
the nervous symptoms that we find in urban culture, but this does 
not mean that they were all stable persons and that few were dis- 
ordered. They may have expressed their conflicts differently. They 
accepted sexual indulgence, stealing, and lying; they had slight 
guilt feelings and shallow, emotional relations. In general, they 


trend studies believe that there has been an actual increase of psychotic dis- 
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revealed a stunted emotional development. Their conflicts and 
hostilities would not have been inhibited as in the urban culture, 
but probably would have been expressed by stealing, lying, sulking, 
Sexual escapades, fighting, and other acting-out activities. Since the 
authors searched for symptoms that characterize guilt-laden neurotic 
behavior in the disciplined urban cultures, they obviously found 
few persons with those symptoms in the technologically simple 
communities. 

Thus we can infer from this particular study that neuroses which 
reflect inhibitions and which characterize. neurotic persons in an 
urban community increase with cultural and technological com- 
plexity and with rapid social change. Or, conversely, we can infer 
that acting-out disorders which tend to psychopathy decrease with 
cultural and technological complexity and rapid social change. 
Inhabitants of simple communities studied were not more stable 
but expressed their neurotic aberrations differently from persons 
in more complex communities. 

Of course we cannot infer from this study what degree or type of 
Personal stability pervades other simple societies. In some simple 
Nonliterate societies neuroses are markedly less frequent than in 
Complex industrial societies. For example, Malinowski claimed that 
among the Trobriands not a single native had hysteria, nervous 
tics, compulsions, or obsessive notions. 

Cultural Heterogeneity and Social Distance. The marginal indi- 
vidual who is on the limbo or margin of two cultures may experience 
acute conflicts and feelings of isolation which he may be unable to 
resolve. In the position of “outcast” his conflicts may become so 
Severe that a neurosis or psychosis could emerge. Warner has shown 
that some aspiring Negroes who strive to rise into the white “caste- 
line” may become so severely disturbed that a disorder may result.28 

Specific Studies of nonliterate societies have tried to relate cultural 
heterogeneity and social distance to psychoses. Ellsworth Faris con- 
tends that cultural homogeneity and intimate social contacts deter 

* Mandel Sherman and Thomas R. Henry, Hollow Folk, p. 298. The apparent 
decline in emotional complexity may also have reflected the inability of the 
cevestigators to reach emotionally and to communicate intimately with adoles- 

us and adults, 
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or prevent the rise of psychotic behavior, especially schizophrenia. 
In his study of the Congo Forest Bantu in equatorial Africa he 
found that the natives never heard of anyone with schizophrenia 
or manic depression. He also visited four hospitals in the region and 
found no psychotics among these groups. He concluded that psy- 
chotic disorders in these tribes must be very rare.?? Faris' conclusions, 
however, are based upon a search for symptomatic behavior rather 
than upon the dynamics, of psychotic breakdown. In this society 
psychoses could have been expressed differently from those in 
Western societies. Also it is possible that psychotics could have been 
treated by shamans and/or cared for by the society rather than com- 
mitted to mental hospitals. 

Such investigators, as Devereux, Seligman, and Carothers (among 
others), also have claimed that nonliterate groups which have had 
minimal contacts with Western peoples rarely have psychotic mem- 
bers in their midst. 

On the other hand, the same and other investigators, such as 
Seligman, Dhunjibhoy,?* Carothers,*! and Wulf-Sachs,?? have shown 
that nonliterate groups which have had persistent contacts with 
European peoples do have disordered persons in their midst. Still 
other investigators claim that the psychoses are biological disorders 
and, as such, are universal, regardless of the simplicity or complexity 
of the culture. Further, Beaglehole claims that structural complexity 
is not an accurate indication of subjective complexity which can 
lead to personal conflicts and to personal disorders.?? He contends 
that structural complexity is not the same as subjective complexity 
which consists of the range of meanings and conflicts that the indi- 
vidual internalizes from the culture. According to his view, partici- 
pants in apparently simple nonliterate societies may experience as 
many conflicts and become as susceptible to neurotic and psychotic 
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disorders as participants in structurally more complicated societies. 

Seemingly, the advocates who maintain that cultural hetero- 
geneity and distant social relationships are the bases for an increase 
in disordered behavior, especially schizophrenia, have provided 
more evidence than those investigators who maintain that psychoses 
are universal.34 But the claims of the former group are not conclu- 
sive. Intensive inquiries, by a team of psychiatrists, social psycholo- 
gists, and anthropologists, of relatively isolated folk peoples who 
have had minimal contacts with industrialized Western groups 
might clarify whether or not psychotic breakdowns occur, what 
forms these psychoses assume if breakdowns do occur, and how the 
Broup responds to psychotic persons. 

Cultural Suppression of “Original Drives.” We have pointed out 
that all original drives become channelized into attitudes and 
motives. The basic attitudes which arise from the sex, hunger, or 
elementation drive may become laden with guilt. It has sometimes 
been said that the prohibition of sex attitudes may create repressions 
and conflicts which can contribute to disordered behavior. Hence, 
the society which prohibits and frustrates the expression of sex atti- 
tudes, by associating these expressions with intense guilt, may pro- 
Vide the situations in which such intense conflicts may arise that 
disordered behavior on a neurotic level may possibly occur. 

Although suppression of sexual attitudes may contribute to dis- 
ordered behavior, unrestricted sexual activity does not necessarily 
obviate disordered behavior. For example, Linton and Kardiner 
have shown that the Marquesan women, who are unrestricted 
Sexually, nonetheless experience sexual frustrations because the 
Sexual act is not accompanied by tenderness.55 In this society men 
far outnumber the women. The women, as a result, are in the 
aggressive and dominant position in this area of activity. They 
initiate the sexual experience, and the men have to please them. 
Since the women are so completely outnumbered by the men, they 
Play down their competitiveness for women and, instead, direct 
their hostility to them. The women, on the other hand, are very 
competitive in the sexual area. They regard pregnancy as a source 
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of prestige because they place a high value upon children. Conse- 
quently, when they experience intense sexual conflicts, one of their 
neurotic outlets is pretended pregnancy. Thus Marquesan women 
do experience neurotic conflicts concerning sex despite their un- 
restricted sexual freedom. 

This instance illustrates that social relationships governing the 
sex drive rather than the sex drive itself contribute to personal sta- 
bility or personal instability. 

Of course, the more fundamental drive of hunger is intimately 
bound up with personal stability. "Those societies which have 
definite problems in attaining food and no sex problems will have 
their anxieties centered upon food. For example, the nomadic 
Siriono of Eastern Bolivia are very permissive in their sexual activi- 
ties but have difficult food problems.?9 Thus, if a person is ill and 
loses his appetite, the Siriono consider this a sign of grave illness. 
When the person does not eat for several days, they regard this as a 
sure sign that he is going to die. Hence, the sick person never diets 
when he is ill, even though it hastens his death. This may indicate 
that the most intense forms of anxiety center around eating. 

Mother-Child Relationships. 'The Freudians, Neo-Freudians, and 
some anthropologists have emphasized the influence of early rela- 
tionships upon personality formation. In their comparative studies 
of peoples, they have pursued this emphasis. On this basis Margaret 
Mead, Kardiner, and Linton, among others, have attempted cross- 
cultural comparisons of personality types. 

Kardiner and his associates, in a detailed and systematic inquiry, 
have maintained that the early mother-child relationships determine 
the "basic personality" or the characteristic personality of the par- 
ticular culture. These mother-child relationships, in turn, are in- 
fluenced by the socioeconomic organization of the group, ánd when 
the socioeconomic organization changes, these mother-child rela- 
tionships are revised accordingly.* The “basic personality" presum- 
ably sustains the given culture by its behavior.in adulthood. 

Fromm has criticized Kardiner's interpretations on the grounds 
that Kardiner does not analyze mother-child relationships in terms 
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of feeling tones but tends to concentrate upon the constancy and 
consistency of mother-child relationships and the influence of these 
relationships upon erogenouszone development, particularly in 
feeding and in toilet training.?? In addition, the difficulty with ap- 
praising the method of mother-child relationships in another cul- 
ture is that the feeling tones in these relationships are not easy to 
understand and that ethnocentric value judgments can be made. 
For example, Gorer and LaBarre have inferred that the compulsive 
behavior among the Japanese is in part a result of the severe toilet 
training and the overemphasis upon cleanliness.?? Sikkema, on the 
other hand, has shown that what appears to be severe toilet training 
to the Western person does not reflect the mother's feelings to her 
child because the mother actually feels kindly disposed to the child. 
In fact, she found no indication of emotional upset in toilet train- 
ing.40 

Despite the shortcomings of this Neo-Freudian approach, parent- 
child relationships are crucial in personality formation. The char- 
acteristic early relationships in a particular society may provide 
Significant clues for finding the comparative stability of the “average 
person” in different societies. 


Disordered and Abnormal Behavior in American Society 


But when persons in American society become disordered, how 
are they defined socially? Generally, the different disorders are not 
defined alike. In the broadest sense psychotics are usually considered 
Socially abnormal; neurotics usually are not; and the psychopath 
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and other deviants may be considered abnormal in one group but 
not in another. A rough index to this social deviation is the legal 
norm of insanity. Although the neurotics are far more numerous 
than psychotics, in 1946 they comprised 8.0 per cent of the hospital 
first admissions in contrast to schizophrenics and manic depressives 
who together comprised 28.8 per cent of the hospital first admissions. 
Psychopathic personalities without psychosis comprised 1.1 per cent 
of first admissions.*! Of course, many neurotics seek outpatient 
treatment. Of 100 consecutive patients who went to psychiatrists, 
with the exception of those patients who were very depressed and 
cried easily, there was no way of distinguishing these patients from 
any other group of "theoretically normal citizens.” 42 

Although psychotics usually are unable to conform to their social 
roles and are liable to commitment, mild psychotics may be able to 
function better in some jobs than in others. For example, one who 
works for himself may be able to perform his job despite his delu- 
sions. On the other hand, delusional behavior in the employ of 
others may be a definite sign for dismissal. 

Although neurotics, as a rule, can conform to their prescribed 
roles, their conformity depends upon their defenses and upon the 
severity of their physical symptoms. Some hysterical persons who 
become sensorily incapacitated by blindness or who forget their 
identity obviously cannot conform. Psychopaths who persistently 
and flagrantly become destructive or perverted and who cannot fit 
into an industrial routine may also be considered abnormal. 
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PART II 


Disordered Behavior and the Social Process 


CHAPTER SIX 


Social Aspects of Anxiety Behavior 


In the previous chapters we dealt with the theoretical bases of 
personal disorders. We covered the scope and problems of the 
Sociology of personal disorders; the influence of heredity, body type, 
and temperament and of the organism generally upon disordered 
behavior; the use of social relationships as a means for viewing 
and understanding personal disorders among the several social and 
Psychological sciences. We then described the social personality as 
àn emergent of social relationships and pointed out the differences 
between ordered and disordered personalities. We next differen- 
tiated between disordered behavior which arises from conflict in 
contrast with socially abnormal behavior which grows out of one's 
inability to fulfill a prescribed social role as defined by the group. 

In this section we will discuss the specific types of disorders. The 
first and basic disorder to be dealt with is anxiety. Anxiety is the 
keystone upon which the understanding of other neurotic and even 
Psychotic disorders rests; for anxiety is the dynamic core from which 
Other neuroses arise as defensive reactions.1 Reactions such as dread 
Or phobia, dissociated behavior, compulsivity, reassuring bodily 
Bestures, as in psychasthenia, arise to prevent the anxiety from re- 
curring. The types of defenses vary with the innate endowments and 
€xperiences of the person, but in all cases anxiety underlies the de- 
fensive reactions. Moreover, these defensive reactions do not always 
Succeed in concealing the anxiety. Consequently, anxiety as a 
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diagnostic category usually does not occur alone but often is mixed 
with other neurotic reactions. 

In discussing the social aspects of anxiety we will consider: (1) 
the action pattern of anxiety, (2) types of anxiety, (3) the develop- 
ment of anxiety, (4) the effects of anxiety upon the self and thought, 
(5) anxiety and the class structure, and (6) the expression of anxiety 
in diverse social contexts, illustrated by a preliterate society, by 
mining communities in Great Britain, and by the combat unit. 


The Action Pattern of Anxiety 


Neurotic anxiety arises when the subject becomes involved in 
one or a series of threatening situations with which he strives to 
cope but is helplessly unable to do so. Beset with these threatening 
situations, he has the alternative of trying to flee from them or of 
attempting, however inadequately, to manipulate the situation. 
Since he cannot formulate a satisfactory response, he becomes in- 
creasingly disorganized and overwhelmed. Anxiety develops in this 
process of incompleted activity, and it involves an inability to define 
and to respond effectively to a threatening situation which then 
becomes problematic and leaves the residue of persistent conflict 
which harasses the subject in the future. 

The onset of anxiety may occur quickly or slowly. When one is 
overcome by sustained physical danger, and/or by threatening social 
situations, the onset may be relatively quick. When self-confidence 
is whittled away by certain inconsistent interpersonal relationships 
which make the individual feel too inadequate to handle certain 
situations, the onset may be relatively slow. In either case the subject 
cannot respond effectively, successfully, and completely to a given 
set of goal-directed stimuli. The actual defensive responses in these 
given situations, of course, vary: Enforced immobility, flight or 
avoidance, or compulsive aggression are some alternatives. Whatever 
the response, the subject becomes defeated and helpless and cannot 


attain his desired objective or master the particular situation. His 
responses indicate shock and person 


al disorganization, persistent 
conflict, and apprehension. 


Types of Anxiety 


But not all anxiety is incapacitating. In some instances anxiety 
may not lead to neurosis. In these instances the anxiety is warranted 
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by the outside danger, yet the subject can face the situation and can 
still manage his behavior without becoming helpless? It is well 
known that soldiers entering combat are usually scared and appre- 
hensive about prospective dangers. These attitudes may make them 
more alert and cautious about getting hurt, and, as long as they can 
respond effectively to protect themselves from the dangers, they can 
keep their anxiety under control and remain organized. But it is 
argued that these are fear reactions which differ from anxiety; for 
fear is directed toward an object or set of objects, while anxiety is 
à vague apprehension of varying intensities which is not limited to 
à specific object. Yet, in combat, some soldiers may have these vague 
apprehensions and gnawing doubts about being able to cope with 
the many and unknown perilous situations that they may face. 
Despite these attitudes they may still control their behavior, and 
when they are removed from the battle area their anxiety may disap- 
pear. Moreover, anxiety can even lead to constructive achieve- 
ment.3 

For example, in a study of adolescents, Symonds found that those 
adolescents who had anxiety fantasies were able to adjust favorably. 
He interpreted their favorable adjustment as a reaction against pos- 
sible failure with its subsequent anxiety. In short, persons in threat- 
ening and critical situations may become temporarily apprehensive, 
but insofar as they do not become defenseless in future threatening 
Situations, their anxiety does not have neurotic consequences. 

Neurotic anxiety which persists from past experiences is not war- 
ranted by the outside danger. It involves persistent conflicts, lack of 
confidence, a narrowing of activities and awareness, and the develop- 
ment of neurotic symptoms and defenses.” 

Yet neurotic anxiety may vary in degrees of severity. This depends 
upon how severely threatened the individual feels, how vital the 
threat is to his self-esteem, and how severely disturbed and over- 


* Rollo May, The Meaning of Anxiety, pp. 193-95 (New York: The Ronald 
Press Company, 1950). He regards normal anxiety as being proportionate to 
the outside danger even if it includes helplessness. 

^Allison Davis and Robert Havighurst, Father of the Man, pp. 212-213 (Bos- 
ton: Houghton Mifflin Company, 1947). , 1 

* Percival M. Symonds, Adolescent Fantasy, p. 174. (New York: Columbia Uni- 
Versity Press, 1949). 

* Rollo May, The Meaning of Anxiety, p. 197 (New York: The Ronald Press 
Company, 1950). 
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whelmed he becomes. Anxiety may be mild or it may be so malig- 
nant and so fraught with intense panic that the individual, as it 
were, cannot control his behavior at all, feels completely helpless, 
and "goes to pieces." 4 

Also, the period when anxiety is experienced may sometimes 
affect its severity. When an individual is predisposed to neurosis 
from early childhood and the anxiety becomes an integral part of 
his personality—sometimes called a character disorder—he would 
have more difficulty recovering from his anxiety than one who ex- 
perienced anxiety later in life. This does not mean, however, that 
the stage of life alone determines the severity of anxiety. It also de- 
pends, as we have pointed out, upon the severity of the threat. 
Hence, an adolescent or an adult can become severely incapacitated 
by a series of sustained critical experiences. 


The Development of Anxiety: Social Relationships 


Developmentally, anxiety arises with the helplessness of the child. 
How does this helplessness arise? It may result from biological help- 
lessness, but usually it is a function of social relations. 

The shocks resulting from biological processes associated with 
breathing and food absorption are not quite the same as emotionally 
induced anxiety. It has been shown that sudden startle reactions, 
such as loss of balance, the crescendo of loud noises, sudden changes 
in temperature, or any other unexpected stimulus for which the 
infant is unprepared, may leave him shaky, tense, and with a reac- 
tion that has been labeled fearful. But these reactions, however 
similar to anxiety, are not quite the same. The infant's reaction is a 
conditioned fear, while the socialized person's reaction would be a 
symbolic, temporally oriented anxiety. 

Of the two forms of relationships in the presymbolic period that 
may provide the basis for a protoanxiety for the child, one is the 
mother's intensified overattachment to the child who, in turn, be- 
comes very dependent. The overdependent child finds it difficult to 
function without the presence of the mother, and this easily leads to 
conflict in the weaning process and in his general separation from 
` the mother. The other and most pervasive type of protoanxiety- 
creating relationships inhere in the inconsistent, unstable, and un- 
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predictable relationships between the parents and the child—espe- 
cially between the mother and the child.* 

These inconsistent relations become more meaningful to the child 
when he acquires symbols and self-awareness and when he can com- 
pare himself with others. Then his anxieties may arise from antici- 
pated failure and consequent loss of status as defined by the parents. 

Horney points to parental hypocrisy as a definite source for dis- 
turbed and disrupted relations with the child. These contradictory 
parental relationships create ambivalent attitudes and conflicts 
within the youngster who strives to cope with these relationships but 
often cannot. A wide variety of adverse parent-child relationships 
can create this helplessness. The parents, directly or indirectly, may 
dominate the child. They may be erratic or indifferent, or may ridi- 
cule the child. They may make him take sides in parental quarrels. 
The child, in turn, may become so harassed and so fearful that he 
cannot handle these relations. As a result, he develops improvised 
techniques and basic anxiety-ridden orientations to the parents and 
to other people. Horney has referred to these tendencies as neurotic 
trends.7 

But these parent-child relationships lead to anxiety only when 
the child internalizes this ambivalence. For example, a child who 
sees his parents objectively may play one parent against the other 
and use each to his own advantage. A child with indifferent parents 
may cultivate attachments with other persons such as siblings or 
accessible relatives. Consequently, the child’s meaning of parental 
relations becomes crucial. 

The child who identifies with his parents so that his conception 
of himself is dependent upon their approval and affection cannot 
easily tolerate their rejection, ridicule, or disapproval. Sullivan has 
pointed out that the very anxious child does not see his parents as 
“bad.” Instead he cannot decide whether they are “good” or "bad." $ 


See Arthur T. Jersild, Child Psychology (New York: Prentice-Hall, Inc., 
1940); also Margaret A. Ribble, “Anxiety in Infants," Modern Trends in Child 
Psychiatry, edited by Nolan D. C. Lewis and Bernhard L. Pacella, pp. 17-25 
(New York: International Universities Press, Inc., 1945). 

* Karen Horney, Our Inner Conflicts, pp. 41-12. (New York: W. W. Norton & 
Company, 1945). 

See in Rollo May, The Meaning of Anxiety, pp. 941, 342. (New York: The 
Ronald Press Company, 1950). 
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Fromm indicates that "irrational authority" which is unjust may 
leave a mark of self-defeat upon the child.? The child who is appre- 
hensive about displeasing a parent has his conception of himself tied 
to the parent's attitude toward him. When his hostile attitudes to 
the parent do arise, his self-esteem becomes threatened because his 
hostile expressions will deprive him of the very parental approval 
by which he evaluates himself. He will tend, therefore, to inhibit his 
hostility. But, by being unable to "talk back," hit back, or otherwise 
defend himself, the child feels unprotected and, as we have empha- 
sized, helpless. But this hostility does not disappear; rather, it takes 
a devious route in dreams and in other vicarious ways. By carry- 
ing this hostility the child may behave in antagonistic ways which 
he cannot control and cannot understand. As a result he may not 
"trust himself" because he does not know when these hostile atti- 
tudes will be expressed. This attitude, in turn, increases his anxiety 
because he has less confidence in his relationships. 

In an intensive study of 13 unwed mothers, May found that nine 
subjects who experienced varying degrees of anxiety during child- 
hood were involved in a dilemma between their idealized expecta- 
tions of their parents and the realistic behavior of their parents.!? 
‘They confused the real behavior of their parents with expectations 
of what the parents should have been or might have become. Since 
their attitudes toward the parents became internalized, they affected 
their attitudes toward themselves. It would seem that, by internaliz- 
ing parental rejection, they began to reject themselves, and they 
needed and wanted the idealized expectations of their parents in 
order to accept themselves. 

Apparently, the parental pretenses of love, approval, and admira- 
tion which are expressed to the child are a means of eliciting his 
affection and dependency. When these parental attitudes are com- 
bined with rejection, cruelty, or punitiveness, the child in turn 
assumes self-regarding attitudes of self-condemnation. In May's 
study subjects who were rejected outright by the parents and who 
did not internalize this rejection did not develop anxiety. Instead, 
they merely cultivated other relationships. It seems that with the 


°Erich Fromm, “Individual and Social Origins of Neurosis,” American Soci- 
ological Review, 1944, IX, pp. 380-384. 


Rollo May, The Meaning of Anxiety, pp. 340-343 (New York: The Ronald 
Press Company, 1950). s 
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new relationships they began to evaluate themselves from the per- 
spectives of these more favorable relationships and thus could get 
an integrated and acceptable estimate of themselves. 

In a comparative study of children of Polish immigrants and the 
children of middle-class American families, Green shows that, de- 
spite the beatings and harsh parental treatment, the immigrants’ 
children did not become neurotic. These Polish children were 
accustomed to little parental affection and did not look upon their 
parents as role models. In a kind of defensive alliance, they avoided 
them when possible and tolerated or maliciously despised them. 
This lack of intimate identification, combined with personal and 
group defenses, deterred or prevented the children from evaluating 
themselves by their parents’ attitudes. Parental beatings, beratings, 
and depreciation did not affect their self-esteem and did not create 
attitudes of helplessness with reference to their personal problems."? 

In contrast, children from middle-class American families are first 
blanketed with affection. This affection is used by the parents as a 
lever of control when they threaten to withdraw it. Since these chil- 
dren become attached to the parents, their self-evaluation depends 
upon parental attitudes. Consequently, parental ridicule, humilia- 
tion, belittlement, and abject submission of the children can have 
an early and very marked effect in predisposing them to anxiety. 

Moreover, as these children get older, the parents shift to contra- 
dictory demands. They may want implicit obedience in the family 
and assertive competitiveness outside the family. When these pa- 
rental relationships are intense enough, they form the typically 
inconsistent relationships which can predispose middle-class chil- 
dren to anxiety.12 These children, particularly, are apprehensive 
that affection may be lost when they are unable to compete success- 
fully outside the family. The need for affection and prestige on the 
one hand and the need to compete successfully on the other hand 
constitute one of the typical anxiety conflicts among middle-class 
children. Since other influences may operate to offset parental de- 
mands, these parent-child relationships obtain only in a general 
sense. The effects of sibling rivalry cannot be discounted in this 
family context. The parental favoritism of one child over another, 


? Arnold W. Green, “The Middle Class Male Child and Neurosis,” American 


TEOT Review, February, 1946, XI:1, pp- 31-41. 
? Ibid, 
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as the son over the daughter, the bright child over the dull child, 
can readily contribute to an anxiety-creating situation. 


The Self in Anxiety 


The anxiety-ridden person becomes less confident, more intensely 
preoccupied with himself, and more uncertain of himself. Since he 
feels unworthy, regards himself as a failure, is apprehensive about 
dealing with his problems, the self of this neurotic type as it werc 
—if spatially conceived for clarity—contracts. He becomes a help- 
less and diffident figure whose self-defeatist attitudes are exemplified 
in such statements as: “I can't do it,” "It's too much for me.” 

This retrenching of the self means less esteem and also a narrow- 
ing of self-awareness in order to avoid experiences to which he can- 
not respond effectively.!* 

But the self-recrimination of defeat is counteracted by an effort 
to regain a wanted and fancied self-prestige. Torn between these 
desires, the anxiety-ridden person's self-evaluating attitudes become 
ambivalent and problematic. On the one hand, he feels insignificant 
and threatened in an uncertain social world. For example, Horney 
relates that one patient drew a picture in which she was portrayed 
as a helpless, nude baby surrounded on all sides by human and ani- 
mal monsters.!4 

On the other hand, the neurotically anxious person strives com- 
pulsively to attain his desired or imagined goals. He strives for 
reassurance and affection from others to bolster his confidence, but 
he is too self-concerned and often too hostile to reciprocate that 
affection. The anxiety-ridden person is essentially hostile—however 
deviously this unresolved hostility may be expressed. 

His inconsistent attitudes to himself reflect the ambivalent ex- 
pectations which he has internalized from his parents or from other 
persons. He is thus divided by a series of contradictory self-concep- 
tions. Though lacking confidence, he has an idealized image of what 
he should be or might have been. His self-regarding attitudes are 
reflected in his relations with other persons. Dependent upon others, 


* Patrick Mullahy, “A Theory of Interpersonal Relations and the Evolution of 
Personality," in Harry Stack Sullivan, Conceptions of Modern Psychiatry, p. 130 
(Washington, D.C.: The William Alanson White Psychiatric Foundation, 1940). 


"Karen Horney, The Neurotic Personality of Our Time, pp. 92-93 (New 
York: W. W. Norton & Company, 1937). 
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he is hostile too, because they do not recognize him for what he be- 
lieves he should be or can become. These ambivalent attitudes are 
described as follows by a 24-year-old male student: 


I want and need sympathy—someone to understand me and to love me. 
Yet when I think I have access to such persons, I turn them down, making 
all types of rationalizations to explain why I don’t care for sympathy from 
them. Tonight 1 have taken several Benzedrine tablets in order to study 
and feel relaxed and alert, but they have had no effect on me. I'm nervous, 
too sorry for myself to get down to anything where I have to concentrate. 
I just can't concentrate. 

The other night I managed to sever all connections with a girl I was 
engaged to. At the time I felt elated and relieved—for I believed that I 
no longer loved her, and I didn’t want to continue the farce any longer. 
But now my feelings are changed, and I want to call her and tell her what 
a fool I've been. I called, but she wasn't home. I'm afraid that if she ever 
comes back to me again, the same old story will repeat itself, and as soon 
as I'm sure of her, I'll lose all my feelings for her, and become bored with 
her company. I called up another girl, who I knew had at one time cared 
for me, but she was indifferent over the phone. This made me more de- 
pressed. In her case, too, when she responded, I shied away. When she 
became indifferent then I wanted her. So I'm afraid to accept defeat. I 
tell myself that I should leave her alone, but I know I'll call her up soon. 
When I go out with girls the same divided feelings arise. I try to force my- 
Self on them—make them pet with me—but I get no feelings out of it 
xcept petty mastery. I fear and want women. I want to master them. 

The same feelings are with my friends. Because I need someone to talk 
with, I always center on my problems, and my friends are getting tired 
of my telling them my troubles. They must respect me less, but I want 
them to respect me more. I want to be the leader. When I go out stagging, 
I become tired, bored, and impatient. They see this boredom, and that 
makes them suspicious of me. I want to depend on people and yet I want 
to control them. 

It's the same way with a job. There is a fear that prevents me from 
Boing to ask for a job. Without a job I feel useless, unwanted, inferior. 
But I won't go looking for a job. I have that awful fear of being turned 
down by the manager; of having to approach him and then being turned 
away. It’s worse when I have to go in alone. I want to be with somebody 
when I ask for a job. It seems easier, somehow. So when I think about 
looking for a job, I tell myself I need the time for studying, but I lie 
around on those free afternoons and don't study. Then I consider myself 
à failure, and I say I'll look for a job, and the whole thing starts all over 
again. 

And I have these feelings about my parents. I sometimes despise my 
father for not being rich and taking all these worries away from me. Then 
I turn around and try to be loyal to him. The doctor tells me that I want 
to succeed very much, and yet I don't want to because of the fear of sur- 
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passing my father. I curse my father and feel sorry for him. The whole 
thing puts me in a mess and makes me feel miserable. 


On the one hand this student gauges himself by his aspirations; 
on the other hand by his specific attitudes of helplessness. But he 
cannot tolerate this helplessness. He flees from it and tries to sup- 
press it. Yet he avoids, or becomes compulsively aggressive in, situ- 
ations which might overwhelm or distress him. His aspirations 
impel him to strive to surpass others; yet by feeling helpless he be- 
comes very dependent, especially upon those persons who, by accept- 
ing him; make him more acceptable to himself. 

Thinking and Conflict. Thinking, in the case of the intensely 
anxious person, becomes suspended as a problem-solving medium in 
the area of conflict. Since the conflict persists, indecision and un- 
certainty become prominent components of his behavior. In acute 
forms of anxiety the contradictory alternatives are expressed by 
avoiding a threatening or distressing situation and by trying to cope 
with it. Thinking becomes both repetitive and circular because the 
conflict is not resolved. Although an anxiety-ridden person may 
know what he wants, he behaves in a way which defeats him. Usu- 
ally, he escapes his real problems or resorts to autistic or self- 
oriented fantasies about what he should have done or might have 
done under different circumstances. This type of thinking provides 
him with rationalizations for avoiding his real problems. 

Sometimes the anxious person escapes from his conflicts by re- 
treating to generalities. This is frequently observed by therapists 
who are pressing near the source of the patient's conflicts. One per- 
son undergoing therapy said: 


The most difficult part of the therapy has been in expressing emotions 
and feelings outside of an intellectual blueprint which I constantly have 


sought. He [the therapist] has pointed out that this is an attempt to meet 
the situation by intellectualizing. 


It appears that the more the anxietyridden person organizes his 
environment, the more readily he can avoid his unconscious con- 
flicts. 

Yet, the anxiety conflict tends to distract him from immediate 
and objective problems at hand and also impedes his powers of 
retention, because of his preoccupation with himself and with mat- 
ters other than those which require his present concentration. It 
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makes him forget certain experiences and evade other problems 
by creating "blind spots" which he cannot face in himself. 

In short, anxiety prevents the person from resolving his problems 
objectively; it narrows the range of thinking because the person 
is too concerned with defending himself from further anxiety by 
whatever means he can. Yet, his incompleted or nonintegrated 
experiences and conflicts subconsciously press for a solution and 
often emerge during dreams; for anxiety dreams often represent 
attempted solutions of his conflicts. 

Anxiety Dreams. Although the content of anxiety dreams may 
have innumerable manifestations, the essential contradiction. be- 
tween the subconscious effort to resolve the conflict and the appar- 
ent helplessness of the person is evident in the dream. Yet the 
repeated attempts to complete satisfactory experiences in the dreams 
indicate a basic striving for personal growth. Simmel says:!5 
attention was captured by the character- 

I recognized that tendency to repeat 


conceived that this must be a latent 
arned to understand that their tonic- 
clonic muscle spasms signified a discharge of their rage in the form of 
uncoordinated movements. I became aware of this, by being able, 
under hypnosis, to lift the amnesia for these fits, or by getting contact 
With the individual even during his original state of unconsciousness. 
I concluded that I must make use of this self-curing tendency, mani- 
festing itself during sleep. 


In fact, when these conflicts are very active, : 
may be repeated as many as five or six times a nigh 

But lack of confidence and severe personal disorganization in 
handling the conflict situation lead to distressing, even catastrophic, 


endings in the dreams. This was particularly evident in the anxiety 
nually disturbed by battle dreams, 


From the very beginning my 
istic dream life of my patients. 
the traumatic experiences and 
tendency at self-cure. . - - I le 


these anxiety dreams 
t.19 


Onset among combat men. Conti ] 
they pictured themselves in the dreams as fleeing from some hazards 


Certain to overtake them—being sprayed by machine-gun bullets 
from airplanes, seeing their friends killed, being nearly struck by a 
shell, or being chased by the enemy and about to be captured or 
killed, Many men in the air forces during World War II dreamed 
Psychoanalysis Today, edited by Sandor 
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not excel, his parents may withdraw or may threaten to withdraw 
their affection. These ambivalent attitudes are less intense in the 
lower classes because parental affection is not measured by the 
child's success. Also parental training in the middle class is such that 
the middle-class child inhibits his aggressions more effectively than 
does the lower-class child. Hence, the anxious middle-class child 
would have symptoms which would tend to reveal his inhibitions. 
The anxious lower-class child would tend to express his symptoms 
in fighting, stealing and in other forms of destructive behavior. 
Sometimes, the lower-class child, because of his acting out symptoms, 
is considered a "conduct problem" rather than a "neurotic." 

Also, it may be likely that the motives which create anxiety may 
differ for these two social strata. Perhaps the middle-class children 
and adolescents, because of mobility aspirations, are more likely 
to become anxious when they face the prospect of failing or even 
not advancing in their careers. The lower-class children and ado- 
lescents, on the other hand, are more likely to become anxious 
because of economic insecurity and subsistence deprivation. 

Anxiety and the Impersonal Society. We have pointed out how 
family relations may predispose the child to anxiety. But the im- 
personal and secondary society, in which competition, mobility, 
social climbing, and success are paramount goals, tends to stimulate 
anxiety. For success is relative to the social positions others hold. 
Each person who competes to climb feels surrounded by other com- 
petitors who can possibly deprive him of the thing he wants most— 
success. Thus, these other competitors express hostility, or at least 
uncertainty, toward each other. Their mutual hostility leads to 
estrangement and contributes to the feelings of loneliness and to the 
personal isolation of each one. Personal isolation, in turn, exag- 
gerates apprehension and a feeling of powerlessness. The only means 
of overcoming this isolation is by the approval attained from being 
successful. Hence, the competitive individual who has not attained 
success continually renews his efforts to attain it. On the other hand, 
his self-esteem depends upon his success in a competitive market 
rather than upon his personal qualities. Hence, with ever-changing 
conditions his self-esteem is bound to remain shaky and insecure. 
This is the social mold of impersonal society, which participants 
experience in more or less degree and which creates the basis for 
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apprehension, uncertainty, and the general feelings of helplessness 
that characterize anxiety. 

Anxiety and Occupational Groups. These apprehensions are per- 
haps more prevalent among middle-class and upper middle-class 
groups who are most keenly bent upon social climbing than among 
lower socioeconomic levels. But these attitudes are increasingly per- 
vading unskilled, manual occupational groups. Nonetheless, dif- 
ferences in opportunities for climbing prevail between the lower 
and middle classes. 

White-collar workers who have individual aspirations of social 
climbing usually have the skills and opportunities for advancement. 
Manual workers in the mass industries may strive and have fantasies 
of advancement, such as going into business for themselves, but their 
Opportunities for climbing depend more upon collective action in 
unions than upon individual efforts only. In addition, workers in 
mass industry are protected by their union. From an occupational 
Standpoint, such extreme groups as traveling salesmen and coal 
miners would be in markedly different networks of competitive rela- 
tionships, and these relationships would affect their behavior and 
their types of disorders. 

The white-collar worker depends more upon the good graces of 
his employer for his economic security and advancement. He can 
become distraught and apprehensive by the disapproval and recrim- 
Mation of that employer. For that employer can deprive him not 
Only of his economic and social position but also of his essential 
€conomic security. If this person's situation is complicated by a 
nagging ambitious wife, as frequently happens, or by friends who 
Ste Surpassing him, his resentment to this employer may become 
Intensified. Moreover, his ideology is such that climbing is essential 
to his self-esteem so that not climbing may be equated with failure. 
But along with attitudes of aggression and hostility toward his 
employer, he is also very dependent upon him. This ambivalence 
can create helplessness and anxiety. When this conflict becomes un- 

arable, the individual may experience a relapse or may resort 
to varied neurotic defenses. à 

Ritualized Escapes from Anxiety. Characteristic socialized de- 
enses arise as modes of escape from the conflicts occasioned by 
Mobile aspirations. 
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The individual may renounce his mobile strivings by claiming 
that he does not want to aim too high, that he is "playing it safe," 
that he does not want to "stick his neck out." He withdraws from 
the competitive process by repressing or suppressing his competitive 
desires.?3 

Or he may renounce his aggressiveness and take recourse in inten- 
sified submission. If continually rebuffed whenever he is assertive, 
he may begin to distrust himself so much that individualized expres- 
sion becomes tantamount to helplessness. Sometimes this submissive 
behavior may be his only resort when the employer is impatient, 
insecure, and irritable. In extreme instances he may hesitate to 
express an opinion, to take a stand, or to assert a point of view. 
He becomes completely noncommittal on any issue and remains 
completely neutral as far as this position is possible or feasible. 
Usually, he first sees how his superior will react, and in this way 
takes a clue as to how he should respond. This may protect him 
from the anxiety of being "caught out on a limb," of irritating 
others above him, of antagonizing persons that he feels he cannot 
afford to antagonize. This type of retreatism can lead to a kind of 
compulsive conformity which may be indispensable in some in- 
stances for emotional security, but which leaves the individual 
afraid of his own feelings and opinions and is based upon intense 
feelings of helplessness. 

Yet the other means for escaping the apprehension of failure and 
emotional vulnerability is in the intensified driving, pushing, vin- 
dictive direction which centers primarily upon getting ahead, in 
moving against people, and in regarding people as utilities. When 
these intensified efforts are upset by trifles, this type can become 
anxiety-ridden or afflicted with psychosomatic symptoms. 

The Saulteaux Indians. The normative anxiety toward careeristic 
failure among competitive personalities in Western industrial so- 
ciety has a parallel anxiety in the morbid appraisal of illness among 
the Saulteaux Indian tribe.?* Among the traditions of the Saulteaux 


See Robert K. Merton, Social Theory and Social Structure, pp. 140-141 
(Glencoe, Ill.: The Free Press, 1949). 

2: A, Irving Hallowell, “The Social Function of Anxiety in a Primitive Society,” 
American Sociological Review, December, 1941, VI:6, pp. 869-881; also A. Irving 
Hallowell, “Fear and Anxiety as Cultural and Individual Variables in a Primi- 
tive Society, The Journal of Social Psychology, 1938, IX, pp. 25-47. 
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Indians are certain beliefs that severe illness or disease is a penalty 
for a misdeed.?5 Since the Saulteaux tribe are positively oriented 
toward health and long life, they invest disease with a meaningful 
fear beyond its actual physical threat to the afflicted person. 

When a Saulteaux Indian does not readily recover from an illness 
or disease, he interprets his affliction as a penalty for some past mis- 
deed. Not knowing the specific cause of his illness, he is faced with 
a definite crisis which frightens and overwhelms him. Since his 
definition of the illness exceeds the actual danger, his response 
becomes essentially “neurotic.” This helpless reaction is evident, 
too, when his child, for whom he is responsible, becomes ill; for his 
child's illness is attributed to his transgression as a parent. His anx- 
iety Specifically begins to arise when medicinal treatment has failed 
and when the source of the illness remains unknown. Then he no 
longer regards the ailment as an impersonal, objective danger but 
as something personal and critical, and he interprets it as a probable 
retaliation for something he has done in the past. 

This defenseless reaction to illness is typical among the Saulteaux 
because all members of the society are susceptible to it. It lies mid- 
Way between objective fear, which is caused by natural dangers, and 
a unique neurotic anxiety, which is caused by the individual's sin- 
gular upsetting experiences. Hallowell states:?6 

Lco; disease may arouse “normal” or objective anxiety, but among the 

Saulteaux, native theories of disease invest certain disease situations 

With a traumatic quality which is a function of the beliefs held 

rather than of the actual danger precipitated by the illness itself. The 

quality of the anxiety precipitated in the individual affected by such 

Situations suggests neurotic rather than objective anxiety because the 

ultimate cause of the disease is attributed to the expression of dissocial 

Impulses, The illness is viewed as a punishment for such acts and the 

anxiety is a danger signal that heralds the imminence of the penalty. 

Insofar as individuals are motivated to avoid dissocial acts because of 

the penalty anticipated, the pseudoneurotic anxiety aroused in disease 

Situations has a positive social function. dt is a psychic mechanism 

that acts as a reinforcing agent in upholding the social code. me 


In this predicament the Saulteaux has one recourse. He can con- 
fess his transgressions, almost always in public. Although very 
"A. Irving Hallowell, “The Social Function of Anxiety in a Primitive So- 


ciety,» American Sociological Review, December, 1941, VI:6, pp. 869-881. 
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reluctant to expose his "sins" in this way, he is confronted by the 
tribe who remain suspicious of anything held in privacy or secrecy; 
for secrecy carries the taint of potential magic or sorcery. Yet con- 
fession presumably relieves the individual of his guilt and reduces 
his feeling of isolation. Confession then paves the way, psychologi- 
cally, for recovery from illness. 

By these potential anxieties the Saulteaux Indian who places a 
high value on health and long life is deterred, although not pre- 
vented, from practicing forbidden activities. In a society where 
punitive controls are at a minimum, this anxietylike reaction to ill- 
ness becomes an effective means of social control and of self-control. 

The Collapse of Social Values: the British Mining Communities. 
The disintegration of group values in a community is exemplified 
by periods of mass unemployment. If a minority of individuals are 
unemployed, they can still believe in the basic values of the culture, 
despite their doubts about their abilities and despite their apprehen- 
sions about their security. But with mass unemployment the indi- 
vidual can no longer have faith in his basic institutions. In this 
mood of purposelessness he may, with others, be seized with panic, 
hostility, and helplessness. 

These pervasive attitudes of anxiety with their neurotic conse- 
quences are clearly illustrated by Halliday in his description of 
British mining communities. 

The Mining Communities in Great Britain. Until about 1916 the 
mining communities in Great Britain were relatively isolated and 
self-sufficient settlements.27 The men dug coal by hand and worked 
in small cohesive units, which were composed of relatives and close 
friends. 'The practice of mining was a definite source of pride to the 
miner and was an integral part of family tradition. The father im- 
parted to the sons the skills they needed in the mines. In addition, 
there was a continuity between the work situation and the com- 
munity, which was culturally homogeneous by its long isolation. 
'The workmates in the mines were friends outside the mines. Despite 
the many dangers in the pits, the miners knew and shared these 
dangers which intensified their solidarity and social purpose. Since 
work was done by hand, it afforded a certain personal satisfaction. 

After 1916 the mines began to be mechanized, and contacts with 


From James L. Halliday, Psychosocial Medicine, pp. 184-195 (New York: 
W. W. Norton & Company, 1948). 
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the outside world increased. Although this transition period 
stretched to 1936, it began to corrode the very social processes which 
made for personal stability without providing some means for a 
needed reorganization of such stability. The introduction of ma- 
chinery for cutting and removing coal reduced the function of the 
miners “to shoveling coal only." The skills with which miners pre- 
viously prided themselves were now of no importance. In addition, 
and perhaps more important, the teams of workers were broken up, 
and each miner worked alone. Also, many of the more personal 
phases of mining began to disappear; the miner began to feel him- 
self part of a gigantic impersonal machine. 

Before mechanization the miner could eat his meal in leisure and 
at his own pace. Now he had an allotted fifteen minutes of a seven- 
hour shift for eating. Before, the miner worked at his own time. 
Now he was compelled to become geared to the pace of the ma- 
chinery, Before, he could detect impending danger by the noises 
from the cracking of the strata, because the mine was relatively 
quiet. Now the din of the machinery precluded such warnings. 
Before, he had the determination instilled by the example and sup- 
Port of the other miners who formed part of his work team. Now, as 
an isolated individual, he was without this collective determination, 
and the prospect of danger mounted by the very fact of his being 
alone. His work patterns became disrupted; his prestige derived 
from work skills was removed. These disruptive changes laid the 
bases for personal disorganization, which was aggravated by the 
culture conflicts in the community. 

The advent of mechanized mediums of transportation, an accul- 
turation process hastened by the miners who returned from the 
armies after World War I and by workers who lived in the commu- 
nity during the war period, and the economic depression with its 
consequent mass unemployment precipitated anxiety and other 
Neuroses among many miners. The miners, of course, realized that 
the coal they produced was no longer wanted, but more significantly 
they realized that, as workers, they were no longer useful. Their 
quest for other types of employment was futile because of pervasive 
unemployment. In addition, their former status as workers and as 
Providers was gone. They condemned themselves but also became 
hostile to the community. Some felt they could no longer give any- 
thing useful to the community. At the same time they became de- 
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pendent upon the community for survival. Then dependency was 
coupled with feelings of hostility and aggression. They felt their 
self-respect was compromised by their very predicament. Another 
factor, however, lessened their desire for employment and provided 
a secondary gain for their neurotic behavior. 

During the depths of the depression wages declined, but unem- 
ployment insurance, which was supplemented by local public assist- 
ance, went up, particularly for men who were ill. Occasionally some 
found it possible to receive more money while sick than while 
working. With the incentives for employment reduced, the unem- 
ployed miners began to influence those who were employed, by their 
emotional condition and by their lack of social purpose, for these 
miners were often relatives and members of the same household. 

Under these social conditions anxiety and other neurotic expres- 
sions increased. With a decline in social purpose and in social cohe- 
sion, the members of the community became more individually 
isolated, and their conflicts and hostility to each other became more 
manifest. This paved the way for an increase in situational anxieties 
and in psychosomatic ailments. 

Anxiety and the Combat Situation. The onset of anxiety in the 
battle situation in war reflects the types of interpersonal relations 
within the combat unit as well as the personality make-up of the 
individual combatants. Both contribute to the deterrence or accel- 
eration of this anxiety experience. 

The types of relationships within the combat unit are virtually 
opposite to those of the mining community which has just been 
discussed. To sustain itself, to prevent the onset and diffusion of 
anxiety and panic, the unit firmly and effectively encourages each 
member to repress anxiety-ridden- expressions, and it is almost 
as intolerant of psychosomatic ailments. Since individual hardship 
and distress are commonplace and death usually imminent, the 
main protective force for the individual is the cohesion of the unit 
itself. By its social solidarity the platoon or company acquires a 
collective pride and determination, which instills a protective feel- 
ing into the individual and which prevents him from disturbing 
such feelings in others. This individual identification with the other 
members of the unit, especially with the leaders, anchors the self in 
the texture of stable relationships and reduces anxiety reactions. 
In fact, when pride and cohesion in the combat unit decline, neu- 
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rotic cases correspondingly increase.28 Thus, the group with high 
morale can effectively deter neurotic relapses. 

In such cohesive units the neurotically anxious person is con- 
sidered a deviant, although efforts are made to retrieve him into the 
group. The soldier is made to feel that the group is greater and 
more important than he, and that individual sacrifices are necessary 
for its continuance. His courage and resolve reflect the stimulated 
courage that develops from participating with others. When this 
Solidarity and determination weaken, the soldier then becomes more 
concerned with himself; the group no longer provides the essential 
Security which he seeks. Within this social situation, individual 
breakdowns are more likely to develop.?9 

The crux of the individual soldier's conflict is between his sense 
9f attachment to his unit and his self-concern for safety within an 
Orbit of danger. When the group is loosely integrated, this indi- 
vidualized self-concern mounts. In newly and hastily formed units 
more breakdowns usually occurred. Replacements who did not learn 
to fit into the unit organization also had higher rates of relapses.3° 
And as has been mentioned, survivors of platoons or companies that 
Suffered severe losses, despite withstanding past arduous ordeals, 
Eventually became extremely anxious or suffered derivative neu- 
roses, 

But what soldiers did break down? Before entering combat nearly 
all soldiers were apprehensive and tense. Many were uncertain as to 
how they would respond under fire?! Though they became more 
confident after the first few successful battles, they seemed to lose 
this confidence as the campaign persisted. Some soldiers became 
fatigued more easily, lacked determination, and had to exert greater 
effort than formerly to keep pace with the combat unit. Their ten- 
Sions mounted and they became more anxious and apprehensive. 
The combat unit tried unsuccessfully to suppress and to counteract 
these feelings. Inadvertently, these soldiers felt that they couldn't 
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"take it any more" and that their "number was up." They found 
obstacles more formidable than before and they became increasingly 
preoccupied with their own safety. They felt frightened and over- 
come by incidents. The unit then was unable to reach them emo- 
tionally or to restore their effective identification with the unit. 
Each potential "breakdownee" felt himself a discrete and isolated 
individual rather than a member of a combat unit, and his main 
concern was with his own safety. In this tense, irresolute and inde- 
cisive condition his main concern was with avoiding or fleeing from 
the combat situation. Weinstein said:32 


The main characteristic of the soldier with a combat induced neuro- 
sis is that he has become a frightened, lonely, helpless person whose 
inter-personal relationships have been disrupted. The nature of mod- 
ern warfare is such that in order to survive in combat, the soldier 
must function as part of a group, and his resistance to the traumata 
of combat will vary with the ability to integrate himself with the 
group. 

The Alorese: the Development of “Anxiety.” * Whether the anxi- 
€ty component is a common. or average characteristic among the 
Alorese can be ascertained more clearly after we present a brief 
developmental picture of the Alorese personality.** This develop- 
mental pattern depends in large part upon the mother-child rela- 
tionships. 

After the first two weeks of maternal care the Alorese mother 
abruptly deserts her child and returns to work in the fields. There- 
after, her care of the child is inconsistent, sporadic, and unreliable. 
During the mother’s absence the child is cared for by other persons, 
usually siblings. Consequently, the child does not have a sustained, 
consistent association with a single person. Weaning is consum- 
mated by pushing or slapping the child away. Or the child is teased 
in various ways—another child is deliberately taken to the breast, 
or food is promised but not given. In fact, teasing, deception, and 
inconsistent relationships are frequent adult responses to children. 


= Edwin Weinstein, “The Function of Interpersonal Relations in the Neurosis 
of Combat,” Psychiatry, August, 1947, X:3, pp. 307-314. 

“See Abram Kardiner et al., Psychological Frontiers of Society, pp. 146-258 
(New York: Columbia University Press, 1945); also Cora DuBois, The People of 
Alor (Minneapolis: University of Minnesota Press, 1944). 

% Alor is a small island in the Netherlands East Indies situated about six 
hundred miles east of Java and seven hundred miles west of New Guinea. The 
people described were settled in the small village of Atimelang of this island. 
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The children’s intensified hostility and helpless rage find an outlet 
in unorganized temper tantrums. But these childish tantrums be- 
come rather futile because others remain indifferent to them and 
the children do not secure their desired objects, namely the system- 
atic attention and care of the parents. Hence, from the very begin- 
ning of personal development and continuing into the symbolic 
period, the child’s orbit of social relationships is such that he ac- 
quires a low estimate of himself and deep feelings of worthlessness. 
This attitude of personal inadequacy, however, is not accompanied 
by attitudes of self-condemnation and feelings of guilt as is char- 
acteristic in Western cultures. These latter feelings were compara- 
tively weak. Consequently, depression and suicide were very rare. 

The Alorese tends to have a low and somewhat hazy conception 
of himself. This confused self-conception is revealed in contradic- 
tory patterns of behavior which mark the anxiety of the Alorese 
behavior. This ambivalence seemingly is not as clear-cut as it might 
be in the Western culture. 

But to what extent are there the ambivalent components of hos- 
tility on the one hand and the need for affection on the other, 
as would be characteristic in American culture? The hostility among 
the members of the Alorese society leads to marked social distance 
between them and to lack of co-operation. The need for affection 
Seems to be expressed indirectly. Apparently, the affection which 
the individual Alorese expects from others is very little. Whether the 
compensatory foraging for and stealing of food is symbolic of the 
Search for affection can only be inferred indirectly. Presumably, re- 
lieving hunger may be associated with needed affection. This is also 
Shown in the ritual among the wealthy of preparing a feast for the 
Other villagers as a means of allaying envy.39 

We thus get a picture of a group in which a protoneurotic anxi- 
Sty may be the “common” or "average" form of behavior.*7 Yet the 


yo, Abram Kardiner et al., Psychological Frontiers of Society, pp. 225-226 (New 
ques Columbia University Press, 1945). 
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Whether "anxiety" is an average behavioral pattern among the Alorese is 
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anxiety expressions of the Alorese, despite basic similarities, are 
different from those of, say, urbanized middle-class Americans.?* 
Like the neurotic American, the Alorese have devalued self-esti- 
mates, are ambivalent, easily discouraged, "touchy," compensatory 
in their prestige-seeking ways, very competitive, apprehensive, and 
hostile in their relations with others but also dependent upon them. 
Finally, because of their tenuous and distant ties with others, they 
feel isolated and alone. 

Unlike the neurotic American, the Alorese tend to acquire a 
rather vague self-image, a less organized inner life, less severe feel- 
ings of self-condemnation, less organized and satisfying patterns 
of aggression, less need for affection—although dependence upon 
the parents remains subconscious as is manifested in their dreams— 
and a general kind of self-control which functions more completely 
on a conscious level. 

Anxiety and Social Organization. The four societies which we 
have described illustrate certain relations between individual anxi- 
ety and social organization. 

The spread of anxiety weakens and disrupts group cohesion and 
tends to undermine collective determination and social purpose, 
particularly in critical situations. The individual members become 
more preoccupied with their own problems, become distrustful of 
and hostile to others, and less integrated within the group; hence, 
social relations become more distant and less satisfying. This was 
evident in the mining community during the depression. It was 
reflected in its low morale, loss of social purpose, and increase of 
illness. It was evident in the combat unit when anxiety spread and 
the unit became less effective in battle; the unit ceased to stimulate 
the individual to collective goals and ceased to be a symbol of pro- 
tection. In its extreme, the unit disintegrated and each individual 
became concerned primarily with his own safety. Among the 
Alorese, the distrust, the tenuous social relationships, and social 
distance between the members is persistent. Each individual tended 
to be encysted almost as a discrete unit because of his distrust of the 
other members and because of their distrust of him. But among the 
Saulteaux this did not obtain. The Saulteaux dreaded being isolated 


* Karen Horney, The Neurotic Personality of Our Time, pp. 13, 14, 95. (New 
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from the group and anything held private or in secret was a source 
of suspicion. 

From the opposite perspective, when the group strives to preserve 
its solidarity, anxiety behavior becomes a threat to the unit and the 
basis for social disapproval. The neurotic individual becomes a vari- 
ant and is isolated from the group, and his anxiety is prevented from 
spreading. This was evident both in the combat unit and in the* 
Saulteaux society. Since the mining community. had been disor- 
ganized, the spread of anxiety could not be deterred. Among the 
Alorese, the social relations remained very tenuous, and anxiety 
activities had sanctioned outlets. 

But when the unit is well organized and the members more 
effectively integrated within it, anxiety breakdowns decline. It 
seems that persons who acquire the support and approval of the 
group tend to become sustained. Highly integrated military units 
had less breakdowns than the loosely integrated units. The mining 
Work units who were intimate and more solidified also had fewer 
neurotic breakdowns.?? The participants of cohesive units are less 
likely to break down. They find that other participants bolster their 
self-confidence; they feel less isolated and more protected by iden- 
üfying with the group; they can reintegrate their behavior more 
readily by the demonstrated example of others. The Saulteaux 
Indian who was helplessly isolated from the group had a powerful 
need to become reaccepted, and hence had to confess his "sins," 
however distasteful this practice might have been to him. Thus, the 
group used individual anxiety as a means for controlling him. On 
the other hand, the group in Alor had such a tenuous family organi- 
zation and such distant social relationships that the anxiety reac- 
tions were perpetuated because the group could not counteract 
these reactions, 


Summary 


Anxiety, the core neurosis which creates the tensions from which 
Other neuroses may be formed, arises when the subject is over- 
Whelmed, threatened, or distressed by one or a series of situations 
to which he cannot respond completely and effectively. On the one 


1 ? James L, Halliday, Psychosocial Medicine, p. 269 (New York: W. W. Norton 
Company, 1948). 
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hand, the subject may strive to flee from or avoid or react compul- 
sively to the distressing situation. On the other hand, the effort 
to resolve the problematic situation persists, although it is mani- 
fested unconsciously, as in dreams. Not all anxiety has neurotic 
consequences. Normal anxiety does not lead to escapist behavior 
but leads often to dealing with the situation constructively. Neu- 

' rotic anxiety, however, is a response that is not proportionate to the 
danger and results in escape from the danger by repression and by 
other neurotic defenses. 

Neurotic anxiety develops when the child is subject to inconsist- 
ent and ambivalent relationships with the parents and siblings. 
Since the child in the usual American family identifies closely with 
his parents or siblings, he evaluates himself by their attitudes. When 
these responses are ambivalent and reduce the child's self-esteem, 
or when he is placed in an orbit of familial relations in which he 
becomes hostile toward and yet dependent upon the parents, he be- 
comes unable to respond effectively to those situations and thus 
resolves the problematic relationship by improvising neurotic 
defenses. When the juvenile, however, does not rate himself by 
parental attitudes but builds up defenses by his alliance with the 
play group or with other persons, self-devaluation and helplessness 
tend to be avoided. 

The self of the anxiety-ridden person is characterized by diffi- 
dence, often to the point of incapacitating helplessness and self- 
preoccupation. Since he is uncertain of his abilities and uncertain 
of the responses of others, self-evaluation becomes problematic and 
ambivalent for the intensely anxious person. He wants to gain or 
retrieve self-prestige, but he is unable to do so. These contradictory 
attitudes of the anxiety-ridden person reveal his conflicts and his 
need for his neurotic defenses. 

Anxiety is acquired in divergent social contexts and tends to have 
somewhat similar effects upon the social personality. Anxiety also 
affects the social process and is antithetical to collective cohesion 
and collective purpose. When anxiety spreads in the group, the 
group tends to become loosened and "fragmented." Groups that re- 
tain their cohesion tend to isolate the neurotic type and to consider 
him a variant. 
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CHAPTER SEVEN 


Dissociation, Phobia, and Compulsivity— 


Forms of Neurosis 


In the past chapter we have shown that anxiety is the core neu- 
rosis. Other neuroses develop as efforts to handle and to cover up the 
anxiety, its feelings of distress, and the conflicts which it represents. 
Such neuroses take the form of defensive symptoms or partial solu- 
tions to the anxiety. These neuroses, however, do not necessarily 
succeed in obliterating the anxiety or in preventing its recurrence. 
Instead, the anxiety usually becomes interwoven into the neuroses, 

The general neurotic types which we shall describe in this chapter 
indicate how the anxiety is handled. These types are dissociation, 
phobia, and compulsive behavior. Frequently, the hysterical person 
absolves himself from anxiety by fleeing into another role or by 
physical incapacity. The phobic person binds his anxieties by cir- 
cumscribing his activities to avoid dreaded situations. The compul- 
sive person averts his anxiety by irresistibly impelling ideas or 
personalized rituals. 

But neurotics also have common underlying characteristics. First, 
they have basic contradictory tendencies, whether expressed in 
hostility and dependency, submission and aggression, obedience and 
rebellion, destruction and guilt, competitiveness and noncompeti- 
tiveness, or in other specific forms. Second, their behavior has an 
insatiability which is reflected by their continual need to ward off 
anxiety. Hence, their behavior becomes repetitive when the same 
defenses are used. But those defenses do not resolve their conflicts 
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and remain dissatisfying. Those persons who, out of irresistible 
guilt, continually wash their hands exemplify this behavior. Third, 
their behavior is indiscriminate insofar as it pervades all their activ- 
ities. Neurotics express their hostility whether or not the situation 
warrants hostility. Fourth, they retrench or restrict their personal 
organization to avoid activities or situations which might call out 
anxiety. Fifth, despite secondary gains, they are basically self-defeat- 


ing because their behavior represents a flight from rather than a 
Solution of their conflicts. 


Dissociated Behavior 


Dissociated behavior is one type of hysterical behavior. In con- 
trast to organic conversion such as paralysis, blindness, seizures, or 
Prolonged sleep, dissociated behavior primarily affects the self.1 Its 
simplest form, amnesia, involves the temporary loss of one’s iden- 
tity, Fugue or flight involves the identification with another self. In 
more complex forms, dissociated behavior involves identification 
With many discrete selves. These reactions represent compulsive 
flights from one’s self-orientation into another role when experi- 
ences become too unbearable for the given person. 

Dissociative Behavior and Ordered Behavior. Dissociated behav- 
lor is similar and yet is essentially different from ordered behavior. 
Ordered persons have unpleasant experiences which they cannot 
recall, play multiple roles, some of which may be contradictory, have 
latent systems of incompleted activity which are laden with hostility, 
and sometimes have fantasies that they are somebody else whom they 
admire. But ordered persons generally can control their behavior, 
can integrate their disparate roles, and can control their latent atti- 
tudes and fantasies, 

any persons who have blocked out keenly distressing experi- 
ences still can carry on their daily routines without losing sight of 
their rea] roles and their actual selves. Ordered persons also take 
Many different roles, such as father, friend, businessman, athlete, 
Which involve discrete attitude systems, roles, and self-estimates. 
Some or their roles may be almost contradictory. A hardheaded, cal- 


uL Freud Claims that the "splitting of consciousness so striking in the familiar 

assical cases of double consciousness exits rudimentarily in every. hysteria. 
tQ Sigmund Freud, Selected Papers on Hysteria and Other Psychoneuroses, 
P: 8 (New York: Nervous and Mental Disease Publishing Company, 1909). 
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culating businessman may be an easygoing, credulous father, or a 
very submissive office worker may be a tyrant to his subordinates. 

Some persons may simulate roles which contradict their true 
feelings, as, for example, those who pretend sympathy when they 
feel very hostile. Then again, many persons have repressed schemes 
of activity which are potentially active, which crave fulfillment, 
and which may be expressed in dreams and in surreptitious and 
vicarious activities. Some persons have stray and vagrant impulses 
which they do not associate with themselves, and some persons, 
perhaps, resort to antisocial behavior under hypnotic suggestion 
which they would refrain from doing while awake. 

Further, some persons can engage in two disparate and even dis- 
connected activities at the same time. They may absent-mindedly 
complete certain activities, or they may engage in automatic activi- 
ties, such as automatic handwriting, without intervening conscious 
control. It is not surprising, then, that Murphy regarded dissocia- 
tive disorders as exaggerations of normal behavior. "Perhaps the 
normal personality is more dissociable than we suspect," claimed 
Murphy, "and the pathologically dissociated is a bit played up, 
dramatized by the patient and the doctor alike." ? 

The Nature of Dissociative Behavior. But dissociative behavior, 
as neurotic behavior, is an overpowering escape from a severely 
critical situation which the person cannot endure. It absolves him 
from responsibility for his actions and relieves him trom any guilt. 
The more complicated types of dissociation serve to act out certain 
latent and repressed attitudes. But this behavior enables the person 
to forget his identity so that the self becomes both a different sub- 
ject and object with different attitudes, aspirations, and general 
patterns of behavior. 

The hysterical person not only acts out dominant and unresolved 
impulses but also becomes involved in an uncontrollable and aber- 
rant form of role taking—"hysterical identification.” In this process 
he may identify with and simulate another person or even some role 
in his own past. 

For example, a woman patient developed a hysterical form of 
tuberculosis similar to what her father had as a young man.? Dora, 


2 Gardner Murphy, Personality: A Biosocial Approach to Origins and Struc- 
ture, p. 442 (New York: Harper & Brothers, 1947). 

3 Otto Fenichel, The Psychoanalytic Theory of Neurosis, pp. 221-223 (New 
York: W. W. Norton & Co., Inc., 1945). 
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one of Freud's patients, developed a cough like that of another 
woman, Mrs. K., whom she unwittingly considered a rival. Persons 
who have no direct relationship with others, as in social contagion, 
may get fainting spells or go into trances. 

The person who expresses dissociated behavior may identify with 
many episodes of his past as well as with the roles of other persons 
as we shall see later. This aberrant form of identification may even 
result from fantasy. For instance, a hysterical girl felt an intense 
Pain in her finger as if it had been cut with a knife. She was in love 
With a medical student who was in another city, and at the time 
she experienced the pain she imagined that he might have cut him- 
Self while dissecting some animals. This hysterical tendency involves 
the loss of control over one's latent attitudes and one's identity, as 
Well as an identifying process with one or more persons whom one 
admires. This tendency is basic to dissociated behavior. 

Amnesia and Fugue. In its simplest form, amnesia develops as a 
Teaction to anxiety, in which the person forgets who he is and what 
his €xperiences have been. Frequently, neurotic soldiers at the onset 
9f their anxiety become amnesic, as do persons who have awakened 
from a nightmare and cannot immediately shift their perspectives 
to their present roles. They then become temporarily oriented away 
from their surroundings and from themselves. Sometimes, persons 
Who have these conflicts may enact them during their sleep as is 
vident in somnambulism. For example, a soldier who was given 
to Somnambulism divulged his dual selves as follows:4 


“I want to do my part, but this other man inside of me won't let 
me. I want to help out in this war, but there's this other fellow who 
as more influence over me than anybody. He is constantly in my 
‘Teams. He keeps telling me: ‘You could do much better on the out- 
Side, You could be a great help in defense work.’ But I keep telling 
him I want to help out—I have to help out—but he replies: ‘My boy, 
you are lucky you are alive. I will help you out. I will get you out of 
this; if you stay in, you may never come back. Be sensible!’ 
‘He makes me get up and walk around. He won't tell me where 
am going. I wake up and I'm fighting him off, but he won't let 
Te fight him off. He tells me I am just an ordinary person—that I 
im Young. I still have a right to live in a free country. I tell him 
Mave just as much freedom as anybody else.” 


4 > 
1945 Muel A. Sandler, “Somnambulism in the Armed Forces," Mental Hygiere, 
* 29, pp. 238-239, 
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Some persons who have very threatening experiences can retreat 
aimlessly because of a vague desire for emotional flight. In the 
process they become confused and can lose their identity. Other 
persons who have flight experiences, however, seem to have latent 
attitudes toward a goal. Despite loss of identity, the persons, during 
the fugue, behave as intelligently as during their normal condition. 

For example, a sergeant, delivering a message on a dangerous 
sector of the front, was hurled down by a shell explosion. Some 
hours later, he was pushing his motorcycle along the streets of a 
coastal town about one hundred miles away. In complete confusion 
he surrendered to the military police and could recall nothing of 
his trip. By hypnosis he pieced his experience together, remember- 
ing that he got up and headed for the coastal town, sought out signs, 
and even asked directions for the town. It was at this town that men 
embarked for home. 

Fugues and Multiple Selves. But emotional flights from one's 
identity may lead to identification with one’s past role or with 
another person. The new selves which evolve may be alternating 
or coexisting, and one self may or may not be aware of the other. 

Reverend Bourne withdrew some money from the bank to pay 
some bills.6 Two months later, as A. J. Brown, he opened and fur- 
nished a store in another town. Sometime later, he awoke in the 
middle of the night and asked people to tell him where he was. 
He knew nothing of the shopkeeper, A. J. Brown, but remembered 
only the name and the experiences of Ansel Bourne. His last recol- 
lection came with his withdrawing money from the bank. Later, he 
admitted that there was “trouble back home” and that he wanted 
a rest. Under hypnosis, his Brown memory was so well restored that 
he could not, recall the Reverend and could not even recognize his 
wife. During the hypnotic condition he assumed all the features of 
Mr. Brown. His responses and competence seemed about the same, 
but his movements were somewhat slower. In spite of his efforts, 
James admittedly was unable to organize the two selves into one. 

This fugue process may result in taking another person’s role. 

5 William McDougal, Outlines of Abnormal Psychology, p. 258 (New York: 
Charles Scribner's Sons, 1926). 
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This flight is not deliberate "impersonation," because this hyster- 
ically identifying process is beyond the subjects control. For ex- 
ample, in one case a housewife, 42 years old, unwittingly assumed 
her friend's role for 4 years as a defense against an unbearable situ- 
ation.* 

Reared by fanatically religious but hypocritical parents, Bernice 
Spent a lonely troubled childhood lightened only by her deep attach- 
ment to her sister. When Bernice was 17, her sister died and she was 
thrown into a severe depression. Recuperating, she was persuaded 
to attend college, where she met and became deeply attached to a 
roommate, Rose P., who stimulated her talents, introduced her to 
new interests, and continually befriended her. But Rose P., after 
this happy interlude, married and left. Depressed at her departure, 
Bernice improved enough to return to school and graduate. After 
Braduation, she married at the behest of her parents a man whom 
5he did not love. Together, they spent six unhappy years in mission- 
ary outposts in the Far East, then they settled in a Midwestern town 
Where all her interests were stifled because of the town's rigid con- 
Servatism, In her lonely misery she reminisced continually about 
her happy life during college with Rose P. When her younger and 
favorite child died, she could tolerate no more. The next day, she 

isappeared, and eventually she showed up in her college town, 
where she claimed she was Rose P. In this new identity she taught 
Piano and was so successful that she became assistant director of the 
Conservatory. Losing her former identity as well as a knowledge of 

er past, she avoided persons who were too curious about her. She 
Continued this routine until recognized by a common friend who 
knew both her and the real Rose P. Brought back to her home she 
Steadfastly denied she was Bernice until intensive therapy was able 
to penetrate her amnesia and reveal her true identity. 

The Development of Dissociated Behavior. But dissociated be- 
havior has a long history and generally afflicts certain personality 
Ypes. Whatever the constitutional tendencies of these persons, it 
Seems that from childhood they have been neurotically predisposed, 
With the characteristic ambivalence toward one or both parents. 
Generally, this type is rigidly conformistic and obedient but has a 
*epressed tendency toward divergent behavior. This becomes in- 


dn Jules Masserman, Principles (os Dynte yeaa ipp: 93-34 (Ehila> 
phia: W, B. Saunders Company, 1946). 
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creasingly manifested and is usually brought out by one or a series 
of critical situations which the subject cannot tolerate. These 
processes are illustrated in the case of John Roberts. 


The Case of John Roberts 

John Roberts, age 37, while in the south of England, picked up a news- 
paper and read that a schoolmaster had been missing for three weeks from 
Ireland. From the description of the person in the paper, he felt that he 
must be that person. He reported to the police who wired his wife. She 
went to England, identified him, and brought him home. This had been 
the third time he had experienced memory lapses. The following history 
was gathered by hypnosis and by free-association interviews. 

John was virtually an only child because another son died before John 
was born, and his sister died when he was 10. His mother was very de- 
voted to him and never ceased telling him how bright he was and what 
an attractive career lay before him. His early life was dominated by his 
mother's whims. 

At the age of 5. he abandoned his happy, spontaneous attitude and 
transformed into a “model boy." This change was a compulsive defense 
which began when he was playing in the garden and was throwing stones 
into an ornamental lake. Since he did some slight damage his mother 
pushed him into the house, put him to bed, and brought up his supper 
some time later, but refused to speak with him. He refused to eat the food. 
The next day silent hostility strained their relationship. Unable to endure 
his mother's disapproval, John began helping his mother with the house- 
hold chores. By this submissive manner, he regained his mother's approval, 
but he lost his spontaneity. To keep his mother's approval he felt that he 
had to become a model boy. 

But he wished to be like other boys. Frequently, he stood in front of the 
curtains, not daring to disarrange them and watching enviously the other 
boys running about with complete freedom. When permitted to leave the 
house, he fled in a dash, flinging into some wild game which symbolized 
freedom. "Throughout his early life, he had the conflict between this model 
role, necessary to gain his mother's approval, and his hostility to her for 
curbing his spontaneity. 

At school, John made friends easily and participated in the school's 
social life, although he never became a leader. At 18, he took the examina- 
tions for entering the University and passed by a very narrow margin. 
Immediately, he was acclaimed as the genius of the family. Pleased with 
his family's approval, he knew that they did not realize how near he came 
to failing. While he was regarded as a "genius" at home, he knew that in 
the University he was, at best, the “unpromising undergraduate.” Also, he 
was disturbed by a personal conflict which had begun with his practice of 
masturbation. On the one hand, he was the bright and morally model son 


See E. A. Bennett, “Fugue States,” British Journal of Medical Psychology: 
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Who was able to enter the University. On the other hand, he regarded 
himself as the unpromising student, who committed the extreme sin of 
masturbation. As more difficult examinations approached, he was seized 
With an intense anxiety that he might fail. His first fugue, which lasted 48 
hours, occurred at that time. 

He departed from college dressed in his best clothes and took a train to 
a seaside resort, where he had spent his previous holidays as a child. He 
traveled first class, which was beyond his means and contrary to his usual 
Custom. He spent money freely on clothes and cigars, and dined at the 
best hotels. Later, he came into his own identity and returned to school. 

Continuing his university course for two years, he decided to switch 
to à commercial course. At about that time World War I started. Enlisting, 
he joined the infantry battalion and saw action at the front. After demo- 

ilization, he went back to his academic career. He was then elected 
President of the leading undergraduate society, chiefly because of his war 
record, 

Again, he became apprehensive that the examinations would show him 
"p. Unable to endure this prospect, he began having fantasies about his 
freedom in the army. He got some money and lapsed into his second 
amnesia. He was found wandering in the deserted army camp where he 
Nad trained, His third amnesic period occurred eight years later. 

Y then he was a schoolmaster, married, the father of two children, and 
In sound physical health. Prior to his disappearance he was in deep conflict 
which had persisted for several years. Now it became very intense. The 
Schoo] in which he taught was sponsored by a religious denomination. Mr. 

Oberts, like all the teachers, was expected to be sympathetic to the 
theological doctrines and practices of the church. He implicitly observed 
t Nese demands, and, in addition, participated in religious activities during 

I5 spare time, His social life, too, was beyond reproach and a model" for 
Others. In his private life, however, he engaged in moral misdemeanors, 
Such as in petty thefts During one of these thieving adventures, he was 
almost exposed. Filled with intense anxiety, he thought he would be ex- 
Posed and disgraced. He had to explain certain events to a school com- 
Mittee Which would have involved some exposure of his private life. He 
ared the impending interview. Indeed, a hysterical “sore throat” which 
‘veloped Postponed the meeting. ps ; . 

Ae 18 marital life was not very happy. He and his wife never saw things 
© same Way. His manner was strained and this was observed by others. 

t this time, he lapsed into various fantasies in which he visualized himself 
5 an emissary carrying out religious and social work between different 
Churches, This he ee e. would free him from his irksome routinized 
tasks. He also had depressive moods during which he contemplated suicide. 

E came déteroin d to flee, and his fantasies involved escape from the 
“stricting religious, social, and marital life. y . 
Le hese fantasies were realized during his fugue state. During the week in 
Vhich the fugue occurred, he bought a ticket on Wednesday afternoon for 

9ndon, He returned Home, taught school the next day, and attended a 
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social function in the evening. On Friday, he carried out some routine 
work, left home in the afternoon, and took a train to Belfast. From there 
he went to London. Though he left home on Friday, he could not recall 
what occurred after he purchased the tickets on Wednesday. His wife 
observed that, during this period, his behavior was rather unusual. After 
he arrived in London, he proceeded to Colchester where he had been 
stationed during his military training in 1914. He wandered about the 
town and talked to several persons about his training days. Discontent and 
restless, he went to Salisbury Plain where his army training had been 
concluded. The trip took several days and involved walking and getting 
lifts. After arriving at this place, he spent several hours throwing stones 
into a stream with marked enjoyment. Later, at the village in Salisbury 
Plain, he read in the newspaper of his disappearance. 

The Process of Dissociated Behavior. Certain somewhat charac- 
teristic developmental processes are evident in this case. 

First, the subject conforms rigorously externally but secretly re- 
sents his conformity. His conformism tends to be compulsive and is 
done so as not to lose the affection or approval of authority figures. 
'The person tends to abide by his role with a kind of tenacity, but he 
chafes in his role and finds it very dissatisfying. In consequence, 
certain countering aggressive tendencies arise about which the 
person becomes guilty but which he cannot control. Second, he 
builds up and harbors an unconscious competing system of attitudes 
early in life which he wants to express. Though repressed as a com- 
peting system, these attitudes seem to become independent and 
operate automatically. These attitudes are outside the focus of per- 
sonal consciousness, seem to split off, and go on by themselves.? 
Whether this developmental process, as Piaget has pointed out, 
results from an ineffective integration of the self at an early age is 
not definitely known, although it may exist in some cases. Third, 
the subject who resents his present role and his present self-concep- 
tion longs for another role, reminisces about it, and may express this 
desired role by petty hostile acts, by depression, and by somnambu- 
lism. Fourth, the dissociation and hysterical identification occur 
after a critical situation in which the subject experiences unbearable 
conflicts. Fifth, during the dissociation, the person seems to forget 
all persons whom he might have known as well as himself. Despite 
this amnesia, the victim's behavior often is highly consistent within 
the range of his new role. Like other types of hysteria, by this escapist 


? Morton Prince, The Unconscious, pp. 558-559 (New York: The Macmillan 
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role taking, the afflicted person absolves himself from anxiety. 
Hence, the hysterical role of the victim is less guiltridden and less 
inhibited than is his usual role. 

The Problem of *Multiple" Selves. Although investigators in the 
Past have claimed that hysterical persons have dissociated them- 
Selves into three, four, five, or more selves, very few if any cases have 
been recorded recently. There have been cases in which persons 
have had an unsuspected "self" which seemed to behave beyond 
Conscious control, but the other types of dissociation seem to require 
further evidence for additional substantiation. Although it seems 
Possible that such multiple dissociation may occur, it is likely, how- 
ever, that the hypnotic procedures may have had some influence 
Upon some cases of “dissociated selves.” 


Phobic Behavior 


Phobic behavior is an irrational dread or morbid aversion to an 
object, act, or situation. This behavior is illustrated by the woman 
Who becomes terrified by a bug, or by the man who becomes panic- 
Stricken in a closet. Sometimes phobia becomes fixed at its source, as 
In the case of the flyer who dreaded to go up in a plane because he 
had been shot down and had saved himself by bailing out in a 
Parachute. More frequently, the phobia is neutrally displaced to an 
Object which will not arouse the anxiety so easily, as the child who 
dreads dogs but actually fears his father. 

Phobia and Rational Fears. Phobia results from past anxieties 
Which may or may not correspond to actual danger situations. For 
example, some people who have cancer phobias may or may not 
have cancer, The fact that they have cancer does not reduce the 
Neurotic aspect of their phobia. Phobia usually disables the person 

cause it becomes. one of his central considerations. For example, 
One woman could not stand a door closed behind her. When she en- 
tered a room she saw to it that the door remained open. Even at 
Ome she could not tolerate a closed door. But she also was afraid 
9f other closed places, such as tunnels or even public halls. When 
she went to a public hall she had to remain as close to the exit as 
Possible so that she would not become panic-stricken. 
hobia is usually individualized, private, and differs from shared 
€ars of à given group. In most cultures children acquire fears which 
are transmitted by their elders as mediums of social control. These 
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fears are transmitted in nonliterate groups by legends and folklore, 
and in contemporary culture by ghost stories and demonstrated 
examples.!? These shared fears may influence the choice of feared 
objects. The individual who experiences anxiety may bind the 
anxiety to a socially feared object. Thus, the person not only neutral- 
izes the source of his anxiety, but he also acquires a way of behavior 
to defend himself against anxiety. 

Phobias which emerge from actual danger frequently are tied in 
with a general neurotic condition. During World War II in Eng- 
land, when the air raids were widely feared, some persons became 
afflicted with airraid phobia and experienced acute anxiety reac- 
tions when the air-raid sirens were sounded. These persons did not 
have the attacks in the open country, even when planes were flying 
overhead. On the other hand, their phobias persisted in the city 
even though air raids had ceased for some time. Their phobias 
seemingly were extensions of mild peacetime agoraphobias and 
claustrophobias. Generally, these critical experiences, which were 
coupled with unfavorable emotional relationships with their near- 
est relatives, led to their phobic reactions." 

The Processes of Phobic Behavior. When phobia is bound up 
with the actual anxiety-creating situation which presents actual 
danger, the removal of the individual from the situation may abate 
the phobia. The phobia may still linger but not spread. On the 
other hand, displaced types of phobia may spread and become gen- 
eralized from a single object to a category of objects. A person who 
fears one dog, in time may begin to fear all dogs, then all animals 
of a certain size. 

When a phobic object or action is encountered, the subject be- 
comes panicstricken and helpless. This can be illustrated by the 
experiences of William Ellery Leonard, the sensitive poet and pro- 
fessor of English.!? Leonard had an overpowering fear of locomo- 
tives. Later, he also became dreadfully afraid of water, and even 
afraid to stay near shore, though he had formerly been an able 
swimmer. Still later his condition was aggravated by his wife's 


1 John Gillin, “Magical Fright,” Psychiatry, November, 1948, XI, pp. 389-400. 
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suicide, for which her family blamed Leonard. Shortly after, while 
on a stroll with a friend, he dropped into a roadhouse for a beer. 
Near the table he saw a map with a train. 


"Through the center of the gaudy map, a passenger train was depicted 
as dashing head-on down a track, as if bursting out of Wisconsin. . . . 


Head on. Right at me. Hideously hostile . . . huge... God... 
death... « To destroy me for my guilt, as myself the destroyer of 
my wife. . . . Here again was the old split in the personality, creating 


this split in the objective world: the picture, to the eye an old map 

on a tavern wall; to the feel, a horrible alien monster.13 

In time, Leonard was unable to venture far from home unless 
accompanied by his mother or father. When he remarried, three 
years later, his wife always had to be near him. Basic to Leonard’s 
leclings was the intense dread of being left alone, and the locomotive 
Seemed to symbolize this loneliness. But Leonard seemed to have a 
Secondary gain from the presence of other people upon whom he 
could depend. 

The phobic person generally is basically afraid of loneliness and 
Personal isolation. Without confidence to solve this problem him- 
Self, he can do so indirectly through his neurotic symptoms. The 
Phobic person tends to be hostile to himself and to others. These 
hostilities become displaced upon animals, inanimate objects, or 
restricted movements. 

Since phobic behavior is more prevalent in children than any 
other neurotic disorder, it reveals an intense emotional dependency 
Which the phobic person does not outgrow. The so-called separation 
anxiety is a conspicuous basis of phobic behavior, despite the 
Varied objects upon which the phobic fastens his anxiety. 


Compulsive Disorders 


Compulsive disorders arise from irresistible attitudes which com- 
Pel a given person to feel, to think, or to act in a given way. Ob- 
S€ssives have irresistibly persistent ideas of destruction, of sex, of 
aggression, which they seldom act out. On the other hand, compul- 
Slves have irresistible tendencies to act out their ideas and impulses 


and Usually cannot inhibit them. Frequently, the two forms are 
Mixed 


* William Ellery Leonard, The Locomotive God, p. 61 (New York: Appleton- 
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Compulsive Behavior and Compulsive Disorders. Compulsive be- 
havior is not necessarily disordered behavior. In fact, compulsive 
behavior is very prevalent in our society. Punctuality, orderliness, 
cleanliness, and prescribed routines create compulsive attitudes 
among many persons who are not disordered. Their attitudes are 
shared and socially approved and frequently are mediums to eco- 
nomic security and social advancement. In fact, many compulsive 
persons who feel compelled to be on time or to be perfectionistic in 
their work and in their dress are well adjusted. 

Compulsively disordered persons, however, are emotionally dis- 
abled. They are completely preoccupied by irresistibly destructive 
notions, sexual ideas, or other untoward aggressions. As a result of 
their compulsive ideas or actions, they devote much time trying to 
control them. For example, a cook felt that he might unknowingly 
poison the customers of the hotel by the varied chemicals that he 
used in the kitchen. Consequently, he spent hours during the day 
and night washing and scrubbing the pots and pans, and still he 
was in continual torment that he might poison the customers." 

The compulsive neurotic is continually trying to control his 
rebelliousness, his unwitting emotions, and his peculiar impulses. 
In the obsessive condition he may be plagued with these impulses 
and doubts, but he will not act them out. He may, however, try to 
undo these impulses by a compulsive ritual of doing the opposite. 
The overt compulsive, despite his attempts at self-control, may still 
irresistibly find himself acting out. 

For example, a young woman was continually obsessed with worry 
over trivial as well as significant matters.!* She was so overcome by 
worry that every problem which preoccupied her had to be exam- 
ined continually and relentlessly. When she worried about losing 
her job, the obsession became so unbearable that she resigned her 
job to eliminate the problem. Despite her efforts at self-control, she 
could not stop worrying. In addition, she felt compelled to confess 
everything to her mother. 

Her compulsion to confess began when she was 15 years old. She 
started to have persistent sexual fantasies, became alarmed, and 
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tried in vain to shut them out. Finally, her obsession became so dis- 
tressing that she told her mother all her thoughts which she had 
been bottling up since the age of 12. From that time on she ex- 
amined her thoughts in great detail and then compulsively con- 
fessed them to her mother. At first she tried to dispel any thought of 
à sexual act by confessing it; then to confess anything pertaining to 
Sex. Finally she had to confess her worries about nonsexual matters. 

The obsessive strives to defend himself against his hostile im- 
pulses by bringing them to awareness and organizing them idea- 
tionally. This intellectual mode of self-organization becomes a de- 
lense against his anxiety; thus the obsessive keeps himself in check. 
Sometimes, his impulses become so forceful that the very thought of 
doing something arouses so much guilt that it seems almost equiva- 
lent to its overt enactment. 


Dynamic Differences of Neurotic Types 

Not only do hysterics and compulsives differ symptomatically; 
they also are different personality types. 

The hysteric is highly suggestible, prone to aberrant role taking 
or “hysterical identification,” and not necessarily solidly grounded 
1n reality, He may even drift off into disorientation such as by sug- 
8ested hallucinations. Highly suggestible, the hysteric can have his 
Symptoms eliminated or new symptoms introduced by hypnosis. 

his could hardly occur among compulsives. The hysteric finds 
pore difficulty in conceptualizing his conflicts and intellectualizing 

's difficulties than the compulsive does. $ 

The compulsive does not resort to “hysterical role taking,” and 
often has insight into his emotions. Not necessarily suggestible, he 
tends to conceptualize his conflicts. The obsessive can recount many 


acts and experiences which have led to his breakdown and the 
ägonies which he has endured during his disorder. The obsessive 
then overscrupulous individual who is 
decision. His disorder does not have 


does the hysteric, whose attack is 


pla is an “overresponsible,” 

2 ined and preoccupied by in 
“efined beginning or ending as 

Precipitous 16 

*uroses and Culture. Neurotic types may vary in frequency by 

Oric period, by social class, and by culture. Seemingly, hysteria 

the pervasive neurotic disorder of the feudal and early indus- 
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trial period. Compulsivity and psychosomatic disorders are the 
prevalent disorders of modern life. 

Has Hysteria Declined? Psychosomatic disorders differ from con- 
version hysterias, because the psychosomatic disorders affect the 
vegetative and visceral organs (such as the stomach, the intestines, 
colon, lungs, and heart) among other internal organs and are re- 
ferred to as “vegetative neuroses.” 17 Hysterical disorders affect the 
voluntary muscles and sensory organs such as the limbs, eyes, or 
ears, and often are expressed in paralysis or in uncontrollable move- 
ments such as laughing or weeping. The psychosomatic disorders 
result from given bodily conditions in times of crisis. Thus continu- 
ally suppressed, silent rage may heighten the blood pressure which 
may contribute to hypertension. The hysterical disorders are the 
symbolic conversions of the anxiety tensions into bodily symptoms. 
For example, a student who has intense anxiety over an examination 
may develop a paralyzed hand and become absolved from taking the 
examination. 

Even within the past century or past quarter of a century, the 
frequency of hysteria seemingly has declined. Janet noted in his 
later years that the incidence of hysteria had notably diminished, 
and Freud observed this change as far back as when he returned to 
Vienna after studying in France. Hysteria was far more frequent 
among British and American soldiers during World War I than 
during World War II. Grinker and Spiegel claimed that conversion 
hysteria was rare among American soldiers during World War II.!? 
Other psychiatrists who claimed that hysteria was prevalent during 
World War II seemed to confuse hysterical with psychosomatic dis- 
orders. Menninger, in evaluating varied reports of the incidence of 
neurotic reactions among soldiers, claimed that the incidence of 
hysteria was 10 to 25 per cent of the total neurotic casualties, while 
44 to 70 per cent were anxiety reactions, and the other neurotic 
reactions comprised phobia, depression, and compulsivity. Com- 


1 See Franz Alexander, Psychosomatic Medicine, pp. 41-43 (New York: W. W. 
Norton & Company, 1950). 

Elton Mayo, Some Notes on the Psychology of Pierre Janet, p. 67 (Cam- 
bridge, Mass: Harvard University Press, 1948). E 

? Roy R. Grinker and John P. Spiegel, “The Management of Neuropsychiatric 
Casualties in the Zone of Combat,” Manual of Military Psychiatry, p. 526 (Phila- 
delphia: W. B. Saunders Company, 1944). 
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pulsive behavior, however, usually was incurred before the soldiers 
went into the service.2 

The Increase of Psychosomatic Disorders. Seemingly, psychoso- 
matic disorders have increased in the past fifty years; and psychoso- 
matic disorders are related closely to obsessive disorders. ' 

In World War I, 709 British soldiers were discharged from the 
Services because of psychosomatic disorders, but in World War H, 
23,754 British soldiers were discharged because of these disorders, 
In the American Army during World War I the annual rate of 
Peptic ulcers was 0.71 per 1,000 soldiers; during World War II the 
rate was 2.75 per 1,000 soldiers, almost four times as many.* In fact, 
during World War II, gastric disorders were the most prevalent 
complaint in the Army. 

_ Although these studies do not provide conclusive evidence of the 
increase of psychosomatic disabilities, they do provide suggestive 
leads for further exploration of this trend. 

Neuroses and the Social Structure. Hysteria may occur more 
frequently than compulsive disorders among persons in the lower 
Socioeconomic levels, and compulsive disorders may occur more 
frequently than hysteria among the higher socioeconomic levels. 
Janet noted that obsessive disorders were encountered more fre- 
quently in private hospitals than in public hospitals, and that 
educated Persons were most frequently afflicted with compulsive 
disorders, 23 In Britain, hysteria among males was most pervasive 
among workers in dangerous occupations, such as underground 
miners, steeple jacks, and workers with explosives. Hysteria among 
females Was most pervasive among nurses and domestic servants. 
Also, hysteria was relatively frequent among mental defectives, 
“educated persons, and persons reared in orphanages.24 This 
Yorn iliam C. Menninger, Psychiatry in a Troubled World, pp. 128-129. (New 


av The Macmillan Company, 1948). 7 DA. 
; James L, Halliday, Psychosocial Medicine, p. 107. Halliday relates an incident 


ip, Mhich an observer who investigated many patients with peptic ulcer found 
at few had obvious anxiety conditions, but at the same time found a “signifi- 
2 Wi igh prevalence” of obsessive tendencies among gi patients. 
ap illiam C, Menninger, Psychiatry in a Troubled n orld, p. 160. 
‘Iton Mayo, Some Notes on the Psychology of Pierre Janet, p. 68 (Cam- 
* Ja Mass.: Harvard University Press, 1948). f Lan 
È c, mes L, Halliday, Psychosocial Medicine, p. 61 (New York: W. W. Norton 
™pany, 1948); Grinker and Spiegel have noted that relatively pure hysteria 
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writer has observed that soldiers in the Army who were prone to 
hysteria were those from backward rural areas and from the lower 
socioeconomic levels in the city. Generally, hysteria was more fre- 
quent among enlisted men than among officers. But we do not know 
definitely the distribution of these disorders in the social structure 
of the United States. On the basis of impression, it would seem that 
hysteria occurs more frequently in the lower socioeconomic levels 
than among the higher socioeconomic levels and more among the 
isolated rural groups than among the urban groups, but this prob- 
lem awaits further inquiry for a more conclusive answer. 

Neuroses and Nonliterate Societies. Donnison and others have 
pointed out that psychosomatic disorders are far less frequent among 
many isolated nonliterate and folk societies than among modern 
societies.” We can infer tentatively that psychosomatic disorders are 
rare in some nonliterate societies. On the other hand, hysterical dis- 
orders prevail among both simple, nonliterate groups and complex, 
industrial societies. Carothers found no individual cases of obsessive 
compulsion among East Africans, but he did find three men with 
hysteria, such as fugue, deafness, and inability to speak; these symp- 
toms are similar to those found among Europeans.?* 

Among the Yakuts in Siberia, during episodes of panic, hysterical 
persons may repeat uncontrollably, because of hysterical role taking, 
the words or statements spoken by another (echolalia) or may 
imitate the gestures and movements of another (echopraxia). They 
may fall into trances, howl, and become convulsive. The Yakuts 
consider this behavior pathological and believe that it results from 
evil spirits who have entered the bodies of the afflicted persons.** 

Among the Eskimos of Greenland, the women, when hysterical, 
tear off their clothes, cry, scream, jump into the ice-cold water, OF 


existed among paratroopers who did not express their anxieties because of the 
intense group solidarity. Consequently, their anxiety was completely repressed. 
Sec R. Grinker and J. Spiegel, Men Under Stress (Philadelphia: The plakiston 
Company, 1945). R 

7 C. P. Donnison, Civilization and Disease (Baltimore: Williams & Wilkins, 
1937). 

7]. C. Carothers, “A Study of African Derangement,” Psychiatry, February: 
1948, 2:1, pp. 69-71. , 

7 M. A. Czaplicka, Aboriginal Siberia, pp. 727-729 (New York: Oxford Uni 
versity Press, 1914). 
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Wander away into the hills.28 Among the Malayans, women servants 
and others in subordinate positions who are prone to hysteria be- 
come very suggestible and very imitative, after some critical experi- 
ence, and verbalize their repressed desires. When teased and fright- 
ened they begin to imitate their persecutors.?? In short, as Cooper 
points out, hysteria is no respecter of cultures and may occur in 
nonliterate as well as in modern societies. Psychosomatic disorders, 
9n the other hand, seem to be far more prevalent in industrial, 
urbanized societies than in nonliterate societies.%0 

, Tentative Explanations. How can we account for this changing 
Incidence of neurotic types? One contributing factor may be the 
influence of early rearing. The other contributing factor may be the 
Influence of the adult impersonal society. 

Halliday Suggests that differences in rearing children have con- 
tributed to these different disorders. Psychosomatic disorders, which 
are connected with the gastrointestinal functions, are influenced by 
the frustrations endured during the first six months of life. Hysteria 
may be influenced by the frustrations endured from six months to 
the first year of life when the infant is disorganized in locomotor 
activity and voluntary muscles. Halliday suggests that the predis- 
Position to compulsive and psychosomatic disorders may be formed 
“arlier in life than hysterical defenses, although the two disorders 
may be mixed. The greater prevalence of psychosomatic disorders, 
"en, would be the changed kinds of mother-child relationships 

"ing the first six months of life.% 

Although early predisposition may influence hysterical and com- 

Pulsive disorders, a more definitive inquiry into this phase of com- 


^. A. Brill, “Piblokto or Hysteria Among Peary's Eskimos,” Journal of Nerv- 
ae “nd Mental Disease 1913, 40, pp. 514-521. See also E. Saindon, “Mental 

Isorders among the James Bay Cree," Primitive Man, 1933, VI, pp. 1-12. 

andon has Observed that about 85 per cent of the natives were hysterically 

"disposeq, 

E E. G. vi "p hic-Instinctive Phenomena in Normal and 
P; 4 : VanLoon, “Protopathic-In m 
Ale logical Life,” British Tünel of Medical Psychology, 1927, 8, pp. 264 " 9. 
(Ne, See Kimball Young, Personality and Problems of Adjustment, pp. 727-730 

W York: Appleton-Century-Crofts, Inc., 1947). 


E H H x 
(Lo See Bronislaw Malinowski, Sex and Repression in Savage Society, pp. 85-90 
modon; Routledge and Kegan Paul, Ltd., 1927). 
James 


Halliday, Psychosocial Medicine (New York: W. W. Norton & 
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parative rearing is necessary, and its direct bearing upon the psy- 
chosomatic disorders requires far more evidence. 

In terms of adult participation, compulsive and competitive 
striving for success in contemporary society is more prevalent than 
in most nonliterate groups. In fact, peptic ulcer has been called a 
"disease of modern civilization,” a “businessman's disease.” Bio- 
logical as well as social factors contribute to the increase of peptic 
ulcers.2 But the socially contributing processes inhere in the urban, 
mobile, and competitive society. In this cultural orbit have emerged 
certain specific types of disorders which are consistent with the 
types of social relationships in the given culture. This culture re- 
flects the discrepant and discontinuous social relationships between 
primary and secondary groups. Thus, the individual who emerges 
from the family as a dependent person may acquire the hard-driving, 
indirectly aggressive way of life from his secondary groups. The 
contradiction between these two sets of relationships is perhaps the 
basis of many of our disorders. In the feudal and early industrial 
periods there may have been greater continuity between primary 
and secondary groups. The individual participant was more sug- 
gestible, perhaps more docile, and perhaps more amenable to the 
disorder of suggestion, namely hysteria. 

Neurotic Expressions and Cultural Rituals. Neurotic defenses and 
cultural rituals differ in their dimensions of reality. A neurotic 
defense is the individualized result of an anxiety-ridden conflict. 
Ritualistic behavior is a learned type of social conformity. Fven on 
a collective level a neurotic experience, as expressed by social con- 
tagion, differs from culturally stylized rituals. Since hysterical per- 
sons are suggestible and can imitate other persons, their hysterical 
outbursts can be precipitated by the hysterical reactions of other 
persons. Consider the following incident of “social contagion” 
which occurred during the early period of industrialization in Eng- 
land: 


At a cotton manufactory at Hodden Bridge, in Lancashire, a girl, 
on the fifteenth of February, 1787, put a mouse in the bosom of an- 
other girl, who had a great dread of mice. The girl was immediately 
thrown into a fit, and continued in it with the most violent convul- 
sions for 24 hours. On the following day, three more girls were seized 


ee Franz Alexander, Fundamentals of Psychoanalysis (New York: W. W. 
Norton & Company, 1948); Franz Alexander, Psychosomatic Medicine, pp- 101- 
111 (New York: W. W. Norton & Company, 1950). 
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in the same manner; and on the seventeenth, six more. By this time 
the alarm was so great that the whole work, in which 200 or 300 were 
employed, was totally stopped and the idea prevailed that a particular 
disease had been introduced by a bag of cotton opened in the house. 
On Sunday, the eighteenth, Dr. St. Clare was sent for from Preston; 
before he arrived three more were seized, and during the night and 
the morning of the nineteenth, eleven more, making in all 24. Of 
these, 21 were young women, two were girls of about ten years of age, 
and one man who had been much fatigued with holding the girls.33 


Some girls lived away from the mill and did not even see the other 
Birls, but were completely overcome by what they heard. They be- 
lieved that a plague spread from the cotton. These convulsions, 
Which revealed intense anxiety, were so fierce that four or five 
Persons had to prevent some girls from tearing their hair or dashing 
their heads against the floors or walls. The fits lasted from fifteen 
minutes to twenty-four hours. This social contagion was eventually 
Stopped by the doctor who had a portable electric machine and in- 

"ced electrical shocks into the patients. Also, when the group 
heard that the symptoms were "merely nervous" and were not in- 
troduced by the cotton and were easily cured, no new persons were 
affected, To dissipate the disorder still further, they were given a 
‘cheerful glass” and joined in a dance. On the twentieth of February 
they danced, and the next day all were at work except for two or 
three who were weakened by their fits. 

From this description, not all persons who saw the seizures became 
convulsive, In addition, the spread of these seizures was not cul- 
turally Sanctioned and was not stylized into ritualistic behavior. 

hose persons who were neurotically predisposed were most in- 
fluenced in this social-contagion process and thus responded in this 
Mitative manner, 

Cultural rituals which superficially resemble hysterical seizures 
iffer basically from them. For example, among African and South 
‘Merican Negro groups, the participants in certain magicoreligious 
Tites May roll on the ground, mutter meaningless phrases, or assume 
a totally immobile posture. But these trancelike conditions and 
rutes are learned and stylized in the particular group: The ritual- 

tic behavior is limited to specific deities. The periods when the 


E: 

Gent] " x 7 ted in Robert E. Park and 
Er "men's Magazine, March, 1787, p. 268. Quoted i ies en fos OT 
ago; v ; Burgess, Tnéepdanfion to the Science of Sociology, pp. 878-879 (Chi- 
` "Riversity of Chicago Press, 1924). 


158 SOCIETY AND PERSONALITY DISORDERS 


individual performs these rituals are designated by others in the 
tribe. The participants in these rites comprise all types of persons of 
the particular society. Moreover, the persons who are never pos- 
sessed seem to be far less adjusted than those persons who do partici- 
pate in these ceremonies.9* 

. such designations as hysteria, autohypnosis, compulsion have 
come to rest easily on the tongue. Employed solely as descriptive terms, 
their use in technical analysis of the possession phenomenon may be 
of some utility. But the connotation they carry of psychic instability, 
emotional imbalance, departure from normality recommends the use 
of other words that do not invite such a distortion of cultural reality. 
For in these Negro societies the interpretation given behavior under 
possession . . . falls entirely in the realm of understandable, predict- 
able, normal behavior. This behavior is known and recognized by all 
members as something which may come to any one of them, and is to 
be welcomed not only for the psychological security that derives from 
assurance of oneness with the powers of the universe it affords, but 


also for the status, economic gain, esthetic expression and emotional 
release it vouchsafes the devotee. 


This type of confused thinking which attempts to explain group 
phenomena on an individual level is called "reductionism." It is 
evident in the attempt to characterize the Japanese people as com- 
pulsive neurotics because of their fondness for bathing and clean- 
liness, or to liken ritualistic taboos to individualized phobias.5* 
Cultural dynamics and personality dynamics may have analogous 
features but are on different dimensions. Hence group practices 
which are shared and collectively approved cannot be analyzed in 
the same way as individual aberrations. 


Summary 


Hysteria, phobia, and compulsivity comprise three neurotic de 
fenses which arise to ward off anxiety. Since these defenses do not 
necessarily succeed in covering the anxiety, the neurosis is fre- 
quently mingled with anxiety. These neurotic forms have certain 
basic similarities, such as an insatiability of behavior which is neces- 
sary for managing tensions created by anxiety, repetitive behavior; 
and a retrenched personal organization. 

% Melville J. Herskovits, Man and His Works, pp. 66-68 (New York: Alfred A+ 
Knopf, Inc., 1948). 

3 Hermann M. Spitzer, “Psychoanalytic Approaches to the Japanese Char- 


acter," Psychoanalysis and the Social Sciences, edited by Geza Roheim, pP- ae 
156 (New York: International Universities Press, Inc., 1947). 
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Developmental and dynamic differences are evident in these dis- 
Orders. "The hysteric tends to be more suggestible, less disposed to 
conceptualize his conflicts, and has a weaker hold on himself than 
| the compulsive. 

Hysteria and psychosomatic disorders, which are related to ob- 
session compulsion, vary in frequency by historic period, social 
class, and culture. Hysterical disorders seem to have been more 
prevalent during the pre-industrial era, but psychosomatic and ob- 
sessive disorders seem to be more prevalent during the contemporary 
industrial period, especially among the urban dwellers. 
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CHAPTER EIGHT 


Social Characteristics of the Psychoses 


Schizophrenia (sometimes called dementia praecox) and manic 
depression are the two most frequent psychoses which involve per- 
sonality changes without definite organic pathology. Schizophrenia 
usually denotes disorientation, emotional apathy, and social with- 
drawal. Manic depression usually denotes a mood disorder, whether 
of unwarranted elation, dejection, or of cycles of both. These two 
disorders differ markedly too in their social characteristics. Different 
rates exist for size of community, for types of concentration in urban 
areas, for age and sex, and for socioeconomic status and occupation, 
as well as for race, ethnic group, nativity, and marital status.! 

Urban-Rural Differences. What influence does type of community 
have upon schizophrenic and manic-depressive psychoses? We must 
remember that the commitment of a psychotic to a mental hospital 
cannot be considered apart from the judgments of the family and 
community and apart from the accessible hospital facilities. The dis- 
ordered person may function more easily and may be more tolerated 
in a rural area than in a metropolitan area, and is less likely to b¢ 
committed to a mental hospital. Perhaps this factor may contribute 
in some measure to the higher rates of disordered behavior in the 
urban area, particularly for schizophrenics. But these differences do 
not apply to the distribution of manic depressives. 

The standardized rates for schizophrenia during 1933, based upon 
the 1930 population, show 1.92 times more schizophrenics com- 
mitted from urban than from rural areas. These differences apply 

1See Chapter Two for differences of body type and temperament as related 
to schizophrenia and manic depression. 
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for the sexes separately. The urban males had 1.79 and the urban 
females had 2.07 times as many commitments as their rural counter- 
Parts.? In short, about twice as many urban as rural schizophrenics 
had been committed to hospital care. 

The manic depressives show a far smaller difference. Manic depres- 
Sives are committed 1.28 times more frequently from urban than 
from rural settlements. This discrepancy also applies for the sexes 
Separately. The urban groups had 1.15 times as many males and 1.43 
times as many females as the rural group. 

This difference between the two major psychoses is shown even 
More clearly when size of city is considered. Pollack found that for 
the years 1915 to 1920 the rates of schizophrenics (8,518 cases) in 

ew York increased with size of city. The rates varied from 11.7 per 
100,000 inhabitants in cities between 20,000 and 50,000, to 21 in 
New York City. Landis and Page found that the rates of schizo- 
Phrenia increased as the size of the city increased. On one extreme, 
the metropolis of New York City had 28.7 patients per 100,000 of 
the 8eneral population, while the rural communities of 2,500 or less 
People had 14.8 patients. The manic depressives, on the other hand, 
fad 13.3 patients per 100,000 population in urban areas and 10.0 
T. Füral areas, About one third as many manic depressives come 

rom the metropolitan as from the rural areas. In fact, for the manic 
depressives, the highest proportion of hospital commitments, 14.1, 
IS in Cities between 100,000 and 200,000 people.* 
. On the basis of the evidence presented, it seems that schizophren- 
!G are more frequently hospitalized than manic depressives in more 
densely Populated areas. These differences in rates may be indices of 
Actual breakdown and are rates of hospital commitments. 

rban Areas and Psychotic Disorders. Although no convincing 
Studies have been made of the residential distributions of neurotics, 
N investigations have traced the residential patterns of psy- 

ICS, such as Schizophrenics and manic depressives. Faris and 

unham initiated ecological studies of these disordered types for 

icago and Providence, R.L5 Their conclusions have been cor- 


2 H 
Yo, they Landis and James D. Page, Society and Mental Disease, p. 164. (New 
gp; p hart & Company, Inc., 1938). 
Res bid, 
Are bert E. L. Faris and H. Warren Dunham, Mental Disorders in Urban 
* (Chicago; University of Chicago Press, 1938). 
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roborated, with slight variations, by other investigators for such 
cities as St. Louis, Cleveland, Omaha, Kansas City, Milwaukee, and 
Peoria.9 The patterns of residential distributions of schizophrenia 
and manic depression in the urban community differ, and the dif- 
ferences will be analyzed in terms of the social factors which might 
have contributed to the breakdown. 


TABLE 4 


AVERAGE ANNUAL STANDARDIZED RATES PER 100,000 GENERAL POPULATION OF FIRST 
ADMISSIONS TO THE NEW YORK STATE HOSPITALS (1929-1931) By PsycHOSIS AND 
SIZE OF CITY.” 


Size of City 


A Total York 100,000- 25,000- 10,000- 2,500- 2,500 or 
Diagnosis Urban City 200,000 100,000 25,000 10,000 Less 


Schizophrenia 27.0 28.7 22.6 21.3 19.7 20.1 14.8 
Manic depres- 

sion 12.8 13.3 14.1 11.7 11.3 12.7 10.0 

Total 39.8 42.0 36.7 33.0 31.0 32.8 24.8 


* Data taken from Carney Landis and James D. Page, Modern Society and Mental 
Disease, p. 164 (New York: Rinchart & Company, Inc., 1938). 


Schizophrenia. The rates for schizophrenia vary in different areas 
of the city. They are highest in those communities adjacent to the 
center of the city and progressively decline witb distance from the 
center of the city. (See Map 1.) On the basis of zonal patterns, Faris 
and Dunham found, from a study of 10,575 cases, that the rates vary 
from 102.3 per 100,000 residents in Zone I to 15.8 per 100,000 resi- 
dents in the northern periphery of Zone VI. This residential pattern 
of decreasing rates of schizophrenia includes the cases from both 
state and private hospitals. It conforms to the residential scatter of 
all psychoses and to the pattern of other indices of personal disorgan- 
ization, such as delinquency, adult crime, prostitution, drug addic- 
tion, and families on relief. The main fact is that schizophrenia is 


9Stuart A. Queen, “The Ecological Study of Mental Disorder,” American 
Sociological Review, April, 1940, V, pp. 201-209; Howard W. Green, Persons 
Admitted to the Cleveland State Hospital, 1928-1937 (Cleveland: Cleveland 
Health Council, 1939); Clarence W. Schroeder, “Mental Disorders in Cities,” 
American Journal of Sociology, July, 1942, XLVIII, pp. 40-47. 
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concentrated in areas of extreme social disorganization; these areas 
have high rates, and the majority of areas have relatively low rates 
of schizophrenia. Indeed the higher fourth of these communities, 
though they have about 24 per cent of the population, had about 40 
per cent of the cases.7 

"Though the subtypes follow the residential pattern of the general 
schizophrenic category, some distinct differences are noted in specific 
areas of concentration. 

The paranoids (2,154 cases) tend to have higher rates in the 
rooming-house areas than in the near-by residential communities. 
The catatonics, however (1,360 cases) cluster in the immigrant- 
family areas and have a comparatively low rate in the rooming-house 
districts.5 The hebephrenics have an intermediate distribution be- 
tween the two subtypes in areas adjacent to the city's center, al- 
though their concentration inclines somewhat toward that of the 
paranoid type.® 

Manic Depression. According to Faris and Dunham, the manic 
depressives, in contrast to the schizophrenics, do not conform to a 
characteristic ecological pattern but have a random scatter in the 
urban community. High rates prevail in some residential sections 
near the periphery as well as in some sections near the center of the 
city. (See Map 2.) The highest rates, however, are in communities 
adjacent to or near the center of the city.1°. Mowrer, however, finds 
that while the manic depressives do not follow the characteristic 
ecological pattern, the scatter is not completely random. The high 
rates in the areas adjacent to the center of the city are not continued 
on the south side of the city, which has low rates of manic depres- 
sion, although these areas are in the lower income and cultural 
groups. Thus, Mowrer differs from Faris and Dunham who main- 
tain that manic-depressive psychoses come from areas with a “fairly 

"Robert E. L. Faris and H. Warren Dunham, Mental Disorders in Urban 
Areas, p. 48. According to the zonal theory of the urban community, the city 
consists of five concentric zones including (1) the central business district, (2) t€ 
zone of transition, (3) the zone of workingmen’s homes, (4) the zone of apartment 


houses, and (5) the commuters’ zone. Indices of personal and social disorganiza- 
tion concentrate in the zone of transition. 


5 Ibid., pp. 84, 85, 92, 93. 

° Ibid., pp. 88, 89. 

1 Ibid., p. 66. 

7 Ernest R. Mowrer, Disorganization: Personal and Social, pp. 419-421 (Phila- 
delphia: J. B. Lippincott Company, 1942). 
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high cultural level,"!? as measured by median education. Mowrer 
contends that manic depressives have high rates in some “low cul- 
tural” areas—e.g., the west and northwest sections—and low rates 
in other “low cultural” areas—e.g., the south section of Chicago. 

The rates by zone do not show the range of disparity that is 
evident in the schizophrenic group. On the basis of 2,311 cases in 
Chicago, Faris and Dunham found that the zonal range is from 13.2 
patients per 100,000 residents in the first zone to 9.2 patients per 
100,000 residents in Zone VI in the city's northern periphery and 
4.4 in Zone VII of the city's southern periphery. What is morc, this 
decrease in rates is not always continuous. For instance, the zonal 
rates for five zones in the northwestern direction are 13.2, 7.2, 6.8, 
7.0, and 6.313 This unsystematic scatter applies for each sex diss 
tributed separately, for private and state hospitals combined, and 
this scatter does not concentrate in the disorganized communities. 

The same random ecological design is evident in the two subtypes 
of the general category, namely, the manics and the depressives, 
when distributed separately. But the correlation between the two 
subtypes is rather low, 104 = 0.09.14 

The tendency has been to regard the manic and depressive dis- 
orders as alternating phases of one disorder. Actually, many manic 
persons do not necessarily become depressed, and many depressed 
persons do not become manic. Rennie has shown that less than 25 
per cent of 208 cases of the manic-depressive category had combined 
the manic and depressive features of the disorders.!? In some areas 
there are high rates of manic cases but relatively low rates of de- 
pressive cases; in other areas there are high rates of depressives and 
relatively low rates of manics.1° This point can be clarified by com- 
paring the rates of manic and depressive psychoses in five areas 
which are almost completely populated by Negroes, the “Black 
Belt.” Although the cases are too few to be statistically reliable, the 
rates for manic psychoses decline from near the center of the city 


* Robert E. L. Faris and H, Warren Dunham, Mental Disorders in Urban 
Areas, y. 78. 


1 [bid., p. 72. 

u Ibid., p. 76. 

“Thomas A. C. Rennie, “Prognosis in Manic Depressive Psychoses,” The 
American Journal of Psychiatry, May, 1942, 98:6, pp. 801-814. 

"See Robert E. L. Faris and H. Warren Dunham, Mental Disorders in Urban 
Areas, pp. 68-71. 
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to the areas away from the center. The rates for the depressive 
psychoses, however, tend to increase very slightly in the areas away 
from the center of the city. 

Interpretation of the Distributions. These findings can be viewed 
(1) as reflecting the "results of urban ecological processes and. (2) as 
indices of the influences affecting the onset of these disorders.!* Our 
concern is with the latter problem. 

The advocates of the constitutional approach to disorders main- 
tain that persons predisposed to schizophrenia remain in or gravi- 
tate to areas adjacent to the center of the city. From their assumption 
the lower socioeconomic levels would have a greater proportion of 
Persons predisposed to schizophrenia. On the other hand, manic 
depression, which is distributed randomly among the socioeconomic 
Strata, would tend to occur in similar proportions among all socio- 
€conomic groups. Attempts to probe more deeply from the perspec- 
tve of constitutional predisposition have not been very illuminat- 
Ing.18 

Krout, from a psychoanalytic viewpoint, has read into these 
distributions, differences of childhood training.!? The schizophren- 
ics, who predominated in the lower socioeconomic levels, had an 
arrested development at the oral stage of infancy because of feeding 
difficulties, But the manic depressives, who more frequently come 
from the higher socioeconomic levels, had an arrested development 
in the anal stage of growth because of defective toilet training. First, 
ìt has not been ascertained empirically that these respective differ- 
ences in feeding and toilet training hold for the lower and higher 
Socioeconomic levels, respectively. Second, there is no definite evi- 
dence that frustrations in these different erogenous zones of the 
body are causally correlated. with schizophrenia and manic repres- 
Sion, respectively. In short, this contention seems untenable. 

Another in terpretation is that some schizophrenics drift or remain 


," There have been some criticisms of the validity of these findings. One criti- 
“ism has been that the number of cases initially used for the manic-depressive 
Stoup were too few. The second criticism is that the differences between the 


Yates in the communities were due to chance and were not significant. 
di “or an analysis of the present status of the ecological approach to personal 
ISOrders, see H. Warren Dunham, “Current Status of Ecological Research in 
Tental Disorder,” Social Forces, March, 1947, XXV:3, pp. 321-326. 
aurice H. Krout, “A Note on Dunham's Contribution to the Ecology of 


the Psychoses,” American Sociological Review, April, 1938, III, pp. 209-212, 
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in or near the center of the city and thus are a selected group. This 
interpretation implies indirectly that foreign-born white and Negro 
groups would have a greater tendency to schizophrenic disorders 
than native groups. Faris and Dunham, however, have pointed out 
that the rates for the foreign-born populations divided by the total 
foreign-born population are distributed similarly to the rates for 
all cases.?? Rates for Negroes are high in areas not populated en- 
tirely by Negroes but low in areas inhabited predominantly or 
entirely by Negroes.? Although this evidence is not sufficient to in- 
validate the drift hypothesis, it makes the validity of the hypothesis 
unlikely. 

The other problem concerns the downward mobility of some 
schizophrenics and the upward mobility of some manic depressives, 
particularly manics.22 As we have pointed out, the schizophrenics 
most likely to drift downward would be the paranoids and hebe- 
phrenics who inhabit the “hobohemian” sections of the city. But 
these "hobohemian" areas comprise only a small proportion of the 
total cases. In addition, some schizophrenics have been born and 
reared in family slum areas adjacent to the central business district 
and were influenced apparently by the local neighborhood. Hence, 
this "drift" hypothesis does not explain the allocation of schizo- 
phrenia by a selective process resulting from economic maladjust- 
ment. 

The other side of the coin emphasizes the influences inherent 
within the community. There are those who claim that commu- 
nities with high rates of mobility tend to have high rates of disor- 
dered, persons.?? This may mean that the more mobile persons are 


? Robert E. L. Faris and H. Warren Dunham, Mental Disorders in Urban 
Areas, p. 169. 

= Ibid., pp. 164-169. Faris and Dunham studied catatonics and paranoids 
separately between 15 and 29 and those 30 and over. They found that the 
younger cases of paranoids, who did not have time to drift, were concentrated 
in central areas as were the older cases. The younger catatonic cases had a slightly 
different distribution than the older cases. Seemingly, the catatonics showed à 
tendency to drift from the slum residential areas to the hobo areas. See Robert 
E. L. Faris, Social Disorganization, p- 231, footnote (New York: The Ronald 
Press Company, 1948). E 

“See Morris S. Schwartz, “The Economic and Spatial Mobility of Paranoid 
Schizophrenics and Manic Depressives" (University of Chicago: unpublished 
master's thesis, August, 1946). 

“Christopher Tietze, Paul Lemkau, and Marcia Cooper, "Personal Disorders 


and Spatial Mobility,” American Journal of Sociology, July, 1942, XLII, pP- 
29-89. 


SOCIAL CHARACTERISTICS OF THE PSYCHOSES 169 


more likely to be predisposed to psychotic disorders than are the 
less mobile. On the one hand, it can be argued that excessive per- 
sonal mobility may create personal instability which may contribute 
to an eventual breakdown. On the other hand, it may be contended 
that, in areas of very marked mobility, the anonymity and isolation 
among the residents would deprive each person of those intimate 
Social relations which are necessary for sustaining an ordered con- 
dition, 

Also in “family” slum neighborhoods competitive relationships 
are claimed to be harsh. Since social relationships are presumably 
More harsh than in other areas, the individual resident adjusts with 
difficulty, In part, this may be true, but it is not known whether 
this factor is crucial. Indeed, before they break down, prepsychotic 
Persons from the lower income groups have experiences in dif- 
ferent groups through their job experiences. Hence, a psychotic 
breakdown cannot be attributed merely to the social relationships 
Within the community, at least not for all cases. The catatonics who 
are committed at a relatively early age may be influenced by the 
Play patterns and by the modes of relationships with juvenile and 
adolescent groups who may contribute to the onset of their personal 
disorders »4 Nonetheless, despite the harsh relationships among lower 
Income groups, these groups do not always practice exclusion as 
Intensely as do the same age groups in upper-middle socioeconomic 
levels,25 

The different value judgments and the reasons for committing dis- 
Ordered persons to mental institutions in different communities may 
also affect the ecological distributions. Are there uniform criteria 
In this commitment process in all types of communities? Owen 
Maintains that certain types of disorders may lead to commitment in 
One community but not in another. Faris contends that the persons 
Committed to mental hospitals are so “extremely insane” that few 
milies would be wealthy enough to care for them outside the 


ane H. Warren Dunham, “The Social Personality of the Catatonic-Schizo- 
Sma, American Journal of Sociology, May, 1944, 49, pp. 508-518. 
sed on case studies from these areas. " 
p, „Mary Bess Owen, “Alternative Hypotheses for the Explanation of Some of 


aoe and Dunham’s Results,” American Journal of Sociology, July, 1941, 47, 
* 48-51, TU 
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hospital.2* Very likely most schizophrenics and manic depressives 
may be committed to mental hospitals, but it is also known that 
some cases are reported long after the breakdown has occurred, or 
they may not be reported at all.?5 

Lemkau, Tietze, and Cooper, in a survey of a Baltimore com- 
munity, found that 367 psychotics were hospitalized and that 73 
psychotics were not hospitalized. Age and sex seemed to influence 
the commitment of psychotics in this community. Nonhospitalized 
patients were somewhat older than the hospitalized —median age, 
51 against 43—and were more often females—59 per cent against 
46 per cent. The racial distribution was the same for both groups.?? 

In general, ecological distributions are significant in showing the 
communities where the varied disorders are concentrated and where 
the disorders are sparse. From these facts, we can analyze more in- 
tensively the social influences upon the persons within these com- 
munities. The disparate concentrations of these disorders in differ- 
ent communities, however, are only indices to the whole universe of 
personal relationships which disordered persons experienced until 
they broke down and were then committed by others to mental 
hospitals. 

Age and Sex. Schizophrenics and manic depressives showed con- 
siderable, almost contrasting, variations by age and by sex. More 
male than female schizophrenics were committed to hospitals for 
permanent care; the respective rates were 55.6 and 44.4 per cent. 
But far fewer male than female manic depressives were committed: 
the respective percentages were 36.6 and 63.4.30 

Schizophrenics were hospitalized at a younger age than were 
manic-depressive groups. Schizophrenics had a younger median age 
(30.0 years) than manic depressives (40.1 years). The vast majority of 
schizophrenics were admitted before 35 (67.2 per cent of all first 
admissions), but the majority of manic depressives were admitted 
after 35 (63.2 per cent of all first admissions). 


* Robert E. L. Faris, Social Disorganization, pp. 230, 231 (New York: The 
Ronald Press Company, 1948). 


*8 Robert W. White, The Abnormal Personality, pp. 564, 565 (New York: The 
Ronald Press Company, 1948). 

? Paul Lemkau, Christopher Tietze, and Marcia Cooper, “Mental Hygiene 
Problems in an Urban District,” Mental Hygiene, 1942, 26, pp. 275-288. 

? Patients in Mental Institutions, 1946, p. 91 (Washington, D.C.: Bureau of 
the Census, U.S. Department of Commerce, 1949). All the following figure? 
in this section are for 1946. 
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The male schizophrenics had a younger median-age onset (28.5 
years) than the females (32.2 years), but the manic-depressive males 
had a slightly older median-age onset (41.2 years) than the females 
(39.6 years). 

Of the subtypes of schizophrenia, the catatonics had the youngest 
average age at the time of breakdown (28.5 years), the paranoids the 
Oldest average age (38.6 years), and the hebephrenic and simple 
types were in between (92:5) 34 

Sex. The comparative ratios of the different disorders reveal that 
More men than women become schizophrenic—the ratio is 1 to 
0.87—but that more women than men become manic-depressive— 
the ratio being 1.25 to 1. 

Economic Status. The economic status of manic depressives aver- 
ages higher than that of schizophrenics. The criteria for this dif- 
ference include residential location, which has been discussed, 
rentals, admissions to private hospitals, and occupation. 

Faris and Dunham have found that manic depressives come from 
higher economic and social levels than do schizophrenics. Manic 
depressives came from communities in which the median rental was 
$61.68 per month. Schizophrenics came from communities in which 
the median rental was $33.45 per month. Even when the private- 
hospital cases were eliminated, the median rental of the manic- 
depressives? communities was $43.44 or above.?? 

Schizophrenics have far higher rates of admission to state hos- 
Pitals, but manic depressives have higher rates to private hospitals. 
his difference obtains particularly for females.?? ; k 

Occupation. Since schizophrenics cluster in lower socioeconomic 
areas, we might expect that they would come from the less skilled 
OCcupations.3: Tn a study of 3,332 white male schizophrenics between 
the ages of 20 and 49 bai the Chicago area, Clark found that the 


xL Computed from data taken from Robert E. L. Faris and H. Warren Dunham, 
5 rou qD'sorders in Urban Areas, pp. 85, 89, 93. 
td., p. 79. , 
“The ea rates for manic depression were usually higher than for schizo- 
Phrenia in the private hospitals. Some investigators contend that the psychiatrists 
pve the more hopeful diagnosis of manic depression to patients in private 
ne Pitals. Nonetheless, it is also possible that, despite eis Deluna Gian dus. 
es in private hospitals, the different percentages of manic depression in state 
ctal hospitals and in private mental hospitals may be true differences. 
A See Franz J. Kallman, The Genetics of Schizophrenia, p. 31 (New York: J. J. 
‘Bustin, Inc, 1938), 
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TABLE 5 


PERCENTAGE FIRST ADMISSIONS OF SCHIZOPHRENICS AND MANIC DEPRESSIVES OF TOTAL 
FIRST ADMISSIONS BY TYPE OF HOSPITAL 


State Hospitals Private Hospitals* 
Manic Manic 
Year Schizophrenics Depressives Schizophrenics Depressives 
1939 20.5 9.6 15.1 15.1 
1941 21.0 8.4 16.1 15.8 
1942 20.8 9.0 15.6 14.7 
1943 19.8 7:9 14.9 14.5 
1944 20.0 8.6 14.8 15.8 
1945 19.4 8.3 13.6 14.4 


* Data taken from Patients in Mental Institutions (Washington, D. C.: Bureau of 
the Census, U.S. Department of Commerce, 1939, 1941, 1942, 1943, 1944, 1945). 


schizophrenia increased as the occupations declined in prestige and 
in income.?* The occupational groups with rates of admission below 
the average for the total group studied included large proprietors, 
professionals, major salesmen, small tradesmen, the clergy, teachers, 
engineers, subexecutives, office workers, and salesmen. Those occu- 
pational groups with higher rates than the average included skilled 
workers, domestics, semiskilled and unskilled workers, as well as 
minor governmental employees, peddlers, errand boys, and office 
boys.° In brief, persons in high-income and prestige occupations 
were less likely to be hospitalized as schizophrenics than were those 
from the lower occupational groups. The correlation between 
schizophrenic rates and occupational prestige groups was —81. 

Clark inferred from his study that the schizophrenics are hindered 
by their personality difficulties from securing more responsible jobs. 
Initially, they came from the lower socioeconomic levels but ap- 
parently were unable to rise vocationally. Secondly, they derive 
slight job satisfaction. Those in more highly paid jobs may have 
derived greater job satisfaction than did those in the lower-paid 
jobs. Those in lower-paid jobs with less prestige may have been 
continually harassed by a sense of failure because of their inability 
to achieve a better occupation. 


5 Robert E. Clark, “The Relationship of Schizophrenia to Occupational In- 
come and Occupational Prestige," American Sociological Review, June, 1948, 
13, pp. 325-330. 

% Ibid., pp. 325-330. The age factor also affected the differences. 
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With reference to regularity of employment among schizophren- 
ics, Pollock and his associates found that 51.2 per cent worked regu- 
larly and 46.3 per cent worked irregularly, that the attitudes of the 
patients toward their employers were predominantly favorable 
(85.6 per cent), and that antagonistic relationships were in the dis- 
tinct minority (10.6 per cent). These same attitudes presumably 
prevailed toward the fellow employees. 

Manic Depression. Even though the occupational levels of the 
manic depressives tend to be higher than those of schizophrenics 
there are no definite relationships between manic depression and 
type of occupation, either by prestige or by income. The manic 
depressives vary from the conventional patterns of occupational 
Correlations in the same manner that they do in the ecological 
distributions, This can be seen in the comparative rank-order cor- 
relations of the following psychoses, in Table 6. 


TABLE 6 


RANK-ORDER COEFFICIENTS OF CORRELATION CALCULATED OVER SEVENTEEN OCCU- 
PATIONAL GROUPS BETWEEN VARIOUS PSYCHOSES, RATES FOR WHITE MALES. FIRST 
* 
ADMISSIONS AND THE OCCUPATIONAL FACTORS OF INCOME AND PRESTIGE 


Type of Psychoses Occupational Income Prestige Factors 
Schizophreni —0,81 
^ophrenia: all types —0.71 i 
Seni depression K —0.02 —0.01 
"flle psychoses and psychoses 
i arteriosclerosis —0.57 TE 
coholic psychoses —0.78 dert. 
Taa paralysis —0.75 ES 
n €r psychoses —0.53 —0. 
Psychoses —0.75 —0.83 


?! - Data from Robert E. Clark, “Psychoses, Income and Occupational Prestige," 
Merican Journal of Sociology, 1949, LIV:5, P- 440. 


Clark found that engineers, small tradesmen, domestic employees, 
and office workers had rates of manic depression which were signifi- 
cantly below the rates of all occupations, but salesmen, subexecu- 
tives, Waiters, the clergy, teachers, and errand boys had rates which 
Were significantly higher than the rates for all occupations.?* It is 


( y Robert E. Clark, “The Relationship of Occupation and Various Psychoses” 
‘versity of Chicago: unpublished Ph.D. thesis, 1947). 
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apparent that there is no clear relationship between occupational 
income and prestige and manic depression, and that those in higher 
occupations are as susceptible to manic depression as are those in 
lower occupations. 

Ethnic and Nativity Groups. Are certain races or ethnic groups 
more susceptible to schizophrenia and manic depression than 
others? 

Schizophrenia. It appears that rates of schizophrenia are higher 
among Negroes than they are among whites. In a comparative study 
of the rates of first admission of the two groups for New York State 
for the years 1929 to 1931, Malzberg found that the standardized 
rates for Negroes were 51.1 per 100,000 and that those for whites 
were 25.7 per 100,000—which constitutes a ratio of approximately 
2 to 1:38 

Dayton computed the rates for schizophrenia in Massachusetts 
in the period from 1917 to 1933. He found that, although the 
Negroes comprised 2.83 per cent of the admissions, they represented 
only 1.2 per cent of the general population? These higher rates 
of schizophrenia among Negroes are believed to be resultants of 
their greater poverty, younger age composition, and greater con- 
centration in large cities, because all these factors correlate posi- 
tively with schizophrenia.19 ; 

Pollock found that the foreign-born whites had rates twice as high 
as the native-born whites—30.2 to 15.2 for 100,000 of their respec- 
tive populations—with native-born of foreign-born parents having 
intermediate rates—18.5 per 100,000 population.4t The respective 
rates for native-born whites, natives of foreign-born parents, and the 
foreign born were 22.2, 26.4, and 32.8 per 100,000 of the same 
nativity group. From these figures it appears that as a group assimi- 
lates, the probability of breakdown declines. Since the assimilated 
groups correlate positively with higher socioeconomic levels, the 


* Benjamin Malzberg, "Mental Disease Among Negroes in New York State,” 
Human Biology, December, 1935, VII, p. 486. 

“Neil A. Dayton, New Facts on Mental Disorders, p. 857 (Springfield, Ill: 
Charles C. Thomas, Publisher, 1940). 

*$, P. Rosenthal, "Racial Differences in the Incidence of Mental Disease," 
Journal of Negro Education, July, 1934, p. 490. 

? Horatio Pollock, “Prevalence of Manic-Depressive Psychoses in Relation tO 
Sex, Age, Environment, Nativity and Race," Manic-Depressive Psychoses: 45507 
ciation for Research in Nervous and Mental Disease (Baltimore: The Williams 
& Wilkins Company, 1931). 


SOCIAL CHARACTERISTICS OF THE PSYCHOSES 175 


rates for those in the higher socioeconomic levels also would be 
lower. 

In a study of selected communities in Chicago, Faris and Dunham 
found that though the foreign born comprised 35.3 per cent of the 
population, they had 61.6, 59.6, and 56.8 per cent, respectively, of 
the paranoid, hebephrenic, and catatonic commitments.*? The na- 
tive-born whites, who comprised 60.3 per cent of the population, 
had 32.3, 33.7, and 36.8 per cent, respectively, of the paranoid, hebe- 
Phrenic, and catatonic disorders. The Negroes, who constituted 4.4 
per cent of the population, had 3.7, 5.7, and 6.4 per cent, respec- 
tively, of the paranoid, hebephrenic, and catatonics committed. 

Manic Depression. As among schizophrenics, rates of first admis- 
Sions to state mental hospitals of manic depressives are higher 
among Negroes than among whites. In New York State the Negroes 
had a 1.7 times higher crude rate than whites and a 1.5 times higher 
Standardized rate. The average annual rates of first admissions in 
New York State hospitals from 1929 to 1931 were 20.0 Negro manic 
depressives per 100,000 of the same general population 15 years of 
age and over, and 13.3 whites per 100,000 of the same general popu- 
lation 15 years of age and over.*8 

Ina study of first admissions to New York State Civil Hospitals 

for the period 1918 to 1920, Pollock found that the standardized 
Tates for manic depressives were 6.5 per 100,000 of the population 
for white males and 11.5 for white females, while the rates for 
Negro males and females were 8.8 and 20.8, respectively. Generally, 
it would seem that the Negroes, particularly female Negroes, are 
More disposed to manic-depressive disorders, or at least to being 
hospitalized for manic-depressive disorders, than are the whites. 
, However, when the category of manic depression is subdivided 
mto manic and depressive subtypes, it seems that the concentration 
Of cases among the Negroes is in the manic rather than in the de- 
Pressive Subtype.tt 

^ Robert E, L. Faris and H. Warren Dunham, Mental Disorders in Urban 

"eas, pp. 104, 105. A 
p. 25 enjamin Malzberg, Social and Biological Aspects of Monta cae 
eMo? (Utica, N.Y.: State Hospitals Press, 1940). See also y ee RÀ 
1085, v Disease Among Negroes in New York State, Human Biology, December, 
is Horati? Polack, “Prevalence of Manic-Depressive Psychoses in Relation to 
cin ABO Environment, Nativity and Race," Manic-Depressive eaten Assor 

" for Research in Nervous and Mental Disease, p. 762 (Baltimore: The 
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The early observations by O'Malley, Green, and Lewis and Hub- 
bard maintained that manic depression was relatively infrequent 
and that depressive psychosis was rare among the Negroes.55 The 
rates of manic depression which we have presented for New York 
State would seem to refute the notion about the low rates of manic 
depression generally among Negroes, unless the influence of the 
urban community may have contributed to this increase. 

Faris and Dunham have presented the percentages of subtypes 
of manic depressives admitted to mental hospitals from the Chicago 
area. Although the number of cases is relatively small, still these 
differences may be clues. They found that the foreign-born white 
and the native white of foreign or mixed parents had higher per- 
centages for depressive psychosis than for manic psychosis; the na- 
tive white of native parents had the highest percentage for mixed, 
ie. manic and depressive psychosis, and the lowest percentage for 
depressive. The Negroes had the highest percentage among the 
manics and the lowest rate among the depressives. 

The different rates for manic and depressive psychoses are con- 
firmed by data from two state hospitals in Alabama. In the Searcy 
State Mental Hospital only Negroes were patients. In the Bryce 
State Mental Hospital, only whites comprised the first admissions. 
In the Searcy hospital there were far fewer depressives than manics. 
In Bryce hospital the difference was not so marked. Although the 
higher rates of manics among Negro patients may possibly have been 
complicated by the fact that some catatonics might have been diag- 
nosed as manics, still this does not explain away the wide discrep- 
ancy between the two disorders.4o 

Depressive Negroes in the South may be tolerated in their culture 
to a greater extent than manics. That is, the depressives may be 
quiet and may not affect others, but the manics may act out and 
become threatening. But even apart from social definition of the 


“Mary K. O'Malley, "Psychosis in the Colored Race," American Journal of 
Insanity, 1914, 71, pp. 309-337; E. M. Green, "Manic Depressive Psychoses in the 
Negro," American Journal of Insanity, 1917, 73, pp. 619-696; Nolan D. C. Lewis 
and Lois D. Hubbard, *Manic Depressive Reactions in Negroes," Manic Depres- 
sive Psychoses, pp. 779-817 (Washington, D.C.: Nervous and Mental Disease 
Publishing Company, 1928). 

^ Nolan D. C. Lewis and Lois Hubbard, “Manic Depressive Reactions in 
Negroes.” Manic Depressive Psychoses, pp. 779-817 (Washington, D.C.: Nervous 
and Mental Disease Publishing Company, 1928). 
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disorders, it appears that there may be some aspect of the culture 
which leads to these reactions. For when the proportions of these 
two disorders among Negroes are compared with the proportions 
among whites, most of whom are native-born, the Negroes have a 
far lower percentage of depressives. 

With regard to nativity, the foreign born had higher crude rates 
than the native born by about 82 per cent. The respective rates were 
14.9 and 8.2 per 100,000 of the respective populations. The native 
born of native parents had the lowest rates (7.6), but their rate did 
not differ significantly from the rates of native children of foreign 
born (8.4) or from natives of mixed parents (9.9).** 

When these nativity rates are compared by age groups, however, 
the foreign born had higher rates than the natives of native parents 
before the age of 50 but had lower rates after the age of 50. Although 
the natives of foreign-born parents had lower rates than the foreign 
born before the age of 45, after the age of 45 they had higher rates. 
The native born of mixed parents had the highest rates of manic 
depression after 45.48 

However, when the rates of manic depression are standardized by 
sex, age, and environment, the foreign-born males and the native- 
born males had about identical rates, namely 10.7 and 10.1, respec- 
tively. The higher rates among the foreign born were for females, 
the manic-depressive rate being 19.0 for foreign-born females and 
14.4 for native-born females.*® 

Marital Status. On the basis of Malzberg's study of first admissions 
to New York State civil hospitals, schizophrenic single persons had 
the highest standardized rates of first admissions but manic-depres- 
sive divorced persons had the highest rates of first admissions.” 
From Table 7 it is also apparent that both male and female manic 
depressives had higher first admission rates among single than 
among married persons, but the difference between single and mar- 


^ Benjamin Malzberg, Social and Biological Aspects of Mental Disease, pp. 164, 
165 (Utica, N.Y.: State Hospitals Press, 1940). 

55 Ibid., pp. 204-205. 

? Ibid., p. 171. 

? Ibid. Landis and Page found that the divorced group had the highest rates 
among the schizophrenics. Their rates for divorced male and female schizo- 
phrenics were 4.1 and 4.4 as against the respective rates in the general population 
of 1.2 and 1.3. Carney Landis and James D. Page, Modern Society and Mental 
Disease, p. 166 (New York: Rinehart & Co., Inc., 1938). 
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ried females is not very great, 19.5 to 15.7. However, female schizo- 
phrenics had over twice as many single as married persons, while the 
male schizophrenics had nearly six times as many single as married 
persons. 


TABLE 7 


COMPARATIVE STANDARDIZED AVERAGE ANNUAL RATES OF FIRST ADMISSIONS OF 
MANIC DEPRESSIVES AND SCHIZOPHRENICS TO ALL INSTITUTIONS FOR MENTAL DISEASE 
IN NEW YORK STATE, 1929-31, BY MARITAL sTATUS* 


Marital Schizophrenia Manic-Depression 
Status} Male Female Total Male Female Total 
Single 64.9 + 1.3 46.9 + 1.2 55.4 + 0.9 | 15.3 + 0.6 19.5 + 0.8 17.2 +00.5 
Married [11.9 + 0.4 19.3 40.6 15.4 + 0.4 7.7 x 0.4 15.7 € 0.5 11.7 + 0.3 
Widowed 43.1 + 3.2 26.2 + 1.5 34.4 + 1.5 | 24.3 42.4 15.1 HE 1.1 9:5 t t4 
Divorced |49.0 + 10.0 54.6 + 9.0 51.3 + 6.7 | 27.0 + 7.5 42.8 + 8.0 34.8 + 5.5 


* Data from Benjamin Malzberg, Social and Biological Aspects of Mental Disease, 
PP. 127, 128 (Utica, New York: State Hospitals Press, 1940). 

T By standardized rate is meant the proportion per 100,000 of the general popu- 
lation of the same marital status 15 years of age and over. 


In general, if we would discount the age factor, it would seem 
that schizophrenics tend to remain single in far greater proportions 
than do manic depressives. But since schizophrenics break down at 
an earlier age than do manic depressives the discrepancy in rates 
would probably be lower if age were held constant. On the other 
hand, a greater proportion of single male than single female schizo- ` 
phrenics are admitted to mental hospitals. Seemingly, many male 
schizophrenics come from the lower socioeconomic levels, are hin- 
dered in the courtship process by their seclusive ways, and find it 
hard to keep a job or advance in a job; these factors may deter 
or prevent marriage. 

Whether marriage tends to reduce the number of schizophrenic 
breakdowns is still an unsettled point. Hamilton and Wall found 
that 49 out of 100 schizophrenic females were married and that 32 
had children. Out of 32 cases, 25 became psychotic within one year 
after a pregnancy, abortion, or childbirth.?! This may mean that 

“Donald M. Hamilton and James H. Wall, “The Hospital Treatment of 


Dementia Praecox,” The American Journal of Psychiatry, November, 1948, 
105:5, pp. 347-348. 
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bearing children may precipitate a schizophrenic disorder among 
the predisposed women. Marital discord, as evidenced by the high 
proportions of divorced schizophrenics and manic depressives, may 
contribute to the breakdown of those who are predisposed. But the 
function of the spouse in this breakdown process awaits further 
inquiry. 

Concerning the types of schizophrenics, Faris and Dunham found 
that male hebephrenics had the highest proportion of single per- 
sons admitted, 73.6 per cent; the catatonics were next with 68.2 per 
cent, and the paranoids last with 56.9 per cent. For these same 
categories the females had the respective percentages of $7.9, 23.1, 
and 99.7.52 Since marital status is influenced by age, this would ac- 
count for the least percentage of single persons among paranoids 
who break down at a later age than do the other two schizophrenic 
subtypes. But the catatonics who break down at an earlier age than 
hebephrenics had a higher percentage of married persons. This dis- 
crepancy may be a rough clue that hebephrenics are more disorgan- 
ized before the breakdown than are the catatonics. 


Summary 


Schizophrenia is the most frequent of all psychotic disorders, 
organic and personal. It tends to be more sensitive to social charac- 
teristics than does manic depression. It occurs more frequently in 
younger age groups. It predominates in more densely settled areas, 
among lower occupational and educational levels. The rates for this 
disorder are high in the center of the city and decrease as one moves 
to the city’s circumference. The rates are higher among foreign- 
born and Negro groups than among native white groups, but rates 
for given nativity groups increase in areas in which the groups are 
in the minority. It occurs more frequently among men than women, 
and occurs predominantly between the ages of 20 and 35. In propor- 
tion to the same marital status in the general population, single 
persons have the highest rates and married persons the lowest, al- 
though married women are more prone to schizophrenia than are 
married men. 

Manic depression seems relatively unaffected by size of commu- 


"Robert E. L. Faris and H. Warren Dunham, Mental Disorders in Urban 
Areas, p. 242. The years for which these differences are shown were 1922 to 1934. 
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nity, has a random scatter in the urban community, is more frequent 
or as frequent among native white as among foreign-born white 
groups, is not confined to the lower occupational and educational 
levels, tends in fact to occur among higher socioeconomic levels, 
occurs at a later age than schizophrenia, is more frequent among 
women than men, and has a relatively high incidence among mar- 
ried persons. 

In general, these factors indicate under what common conditions 
the incidence of schizophrenia and manic depression would be 
highest. "These factors are only rough indices to the types of inter- 
personal relationships, attitudes, meanings, and defenses which 
these persons experienced before the breakdown. 
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CHAPTER NINE 


Social Aspects of Schizophrenia: Development 


ee a E 


Schizophrenia is a very puzzling and widespread psychotic dis- 
order. Since so many schizophrenics do not respond favorably to 
treatment, they are largely responsible for the crowded conditions 
in our mental hospitals. In our time, this disorder has become a 
grave social problem which has interfered with personal careers 
and has broken up families. 

The social experiences of schizophrenics at one time were con- 
sidered of peripheral importance in contributing to this breakdown. 
Since schizophrenia has been studied developmentally, however, 
the social side of this disorder has become more centrally important. 
But the social side of schizophrenia means more than the coexistence 
of certain social variables, such as residential area, socioeconomic 
levels, age, sex, ethnic group, and marital status, with rates of schizo- 
phrenia, as we have described in the preceding chapter. The more 
vital social side of schizophrenia refers to the relationships, atti- 
tudes, and meanings which contribute to the eventual breakdown. 

From this viewpoint, in this chapter, we shall (1) define schizo- 
phrenia, (2) describe and evaluate the behavioral patterns or 
symptoms of the static subtypes of schizophrenia, and (3) analyze 
the influences and personality processes during childhood and ado- 
lescence which contribute to this disorder. In the next chapter we 
Shall (1) classify subtypes of schizophrenia in terms of patterns 
of personality development, (2) present a Sociological hypothesis of 
the rise of schizophrenia as a general personality disorder, and (8) 
show the relationship between Schizophrenia and culture. 

182 
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What Is Schizophrenia? 


Schizophrenia is a very inclusive term. In fact, schizophrenics react 
in such a variety of ways that some investigators claim it is more 
than one disorder.! Some schizophrenics hear voices; others do not. 
Some are listless; others are agitated. Some recover quickly; many 
others become progressively worse. What common components char- 
acterize schizophrenia? 

Schizophrenia in the broadest sense is a type of disorder in which 
a person loses interest in some phases of "reality" and substitutes 
his own private attitudes. By "reality" we mean the shared attitudes, 
interests, and expectations of the groups in which he participates. 

First, although the schizophrenic retains many of the qualities of 
Ordered persons, he does not share the "reality" of others in the 
Sphere of his conflicts. In this conflict area he is unable to shift his 
perspective to that of others because his facility for role taking has 
been disrupted; hence, he cannot share the attitudes of others, and 
he remains disoriented. He may feel his body is made of wood, or 
that the world is square, or that his mother is an enemy in disguise. 
By retreating into a realm of unshared fantasies of himself and of his 
€nvironment, he becomes less amenable to social control because 
his capacity for self-control is disrupted. In extreme instances he 
becomes so severely disorganized that he loses his socialized attitudes 
and cannot care for himself. 

Second, the schizophrenic has blunted or perverse emotional re- 
actions, He seems incapable of investing many situations or rela- 
tionships with conventionally expected feelings. He may become 
disinterested in these outer situations because he concentrates upon 
his fantasies. He may become so immersed in his conflicts that he is 
unable to attend to immediate matters and to responses of persons. 

Third, the schizophrenic, along with his disrupted role-taking 
facility, also has disturbed thought processes. His thinking becomes 
oriented around himself rather than socially oriented. Frequently, 
he shows a cleavage in his thought processes. He may be rational 
1n some areas of his behavior but is highly irrational in other areas. 
His delusional or disoriented ideas and imagined and deceptive 
perceptions or hallucinations, which he cannot control, intrude 


1See L. J. Meduna and Warren S. McCulloch, “The Modern Concept of 
Schizophrenia,” Clinics of North America, January, 1948, 29, pp. 147-164. 
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upon and interfere with his rational thinking. These hallucinations 
emerge because of the upsurge of unconscious attitudes, ideas, and 
perceptions. For this reason, the behavior of schizophrenics is com- 
parable to the dreams of ordered persons. The schizophrenic feels 
compelled to behave by "forces" which seem uncontrollable. For 
example, one schizophrenic summarized her condition as follows: 
"I'm not really crazy. I'm just controlled." These "outside forces" 
are especially represented by hallucinations which can be of the 
hearing, seeing, or feeling type. 

"Thus, schizophrenia may be defined as a personal disorder which 
results in the substitution of private attitudes for shared attitudes, 
in blunted or perverse emotional reactions, and in the disturbance 
of thought processes. 


Types of Schizophrenia by Behavior Patterns 


The different clusters of behavior patterns of schizophrenia are 
categorized into the (1) catatonic, (2) paranoid, (3) hebephrenic, 
(4) simple, and (5) undetermined types. These types represent the 
particular defenses and the severity of the disorganization of the 
particular schizophrenic. The catatonic tends to withdraw but fre- 
quently struggles to regain his self-esteem. The paranoid repudiates 
the judgment of others, rationalizes his social position, and projects 
his hostilities and faults upon his social situation. The hebephrenic 
seems to revert to a less responsible role and becomes severely dis- 
organized. The simple schizophrenic tries to drift into situations 
which he can manipulate more readily and withdraws from others 
without a vigorous effort to regain his self-esteem. Since more than 
one type of defense is built up by a particular patient, these schizo- 
phrenic categories merely mean the predominance of certain be- 
havior patterns. For example, other schizophrenic types, like the 
paranoid, are very suspicious. Some hebephrenics assume the stupor- 
ous posture of catatonics. Sometimes the patterns are mixed or do 
not fit into any particular category. Often, it is difficult to decide 
into what particular category a schizophrenic belongs, as is amply 
shown by the diverse views of psychiatrists during staff meetings in 
state mental hospitals. 

Catatonic Type. The catatonic experiences periods of excitement 
and stupor, usually mixed with delusions and hallucinations. The 
excited periods are usually brief and frequently occur at the begin- 
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ning of the disorder. During this agitated period the catatonic makes 
an intense but futile and random bid to resolve his conflicts or to 
restore his self-esteem. In this process he becomes agitated and 
is even capable of homicide or suicide. After the excited period the 
catatonic may then experience one of two patterns of reactions. 
He may become stuporous, negativistic, stereotyped in his atti- 
tudes and actions, and generally retarded in his responses. He may 
Sit without stirring for days on end and, in extreme Cases, abandon 
all self-care. Despite this immobile stance and an apparent disinter- 
est in his surroundings, he is often alert emotionally and mentally 
When some catatonics improve, they are able 
to recount the happenings during these stuporous periods. 
J In the second sequence of reactions the catatonic becomes increas- 
ingly less excited until his behavior approximates his prepsychotic 
condition. He then begins to approach the ordered state and is on 
the road to recovery. 
Paranoid Type. The paranoid generally has delusions or beliefs 
of persecution and frequently of undue self-importance. His delu- 
sions are of such a character that he attributes hostile intentions 
to other persons and to the environment. To sustain himself, he 
Projects the blame for his difficulties upon others or upon his situ- 
ation. His system of rationalizations becomes his delusional defense 


System. 

The paranoid schizophrenic differs from the true paranoiac be- 
cause his delusions may pervade his general behavior. The true 
Paranoiac, in contrast, has a few fixed delusions, does not halluci- 
nate, and may participate acceptably in other spheres of activity. 
His incased private and unshared beliefs do not interfere markedly 


With his orientation in other conventional matters. The paranoid 
Schizophrenic may deteriorate. Theoretically, the paranoiac does 
not, 
Hebephrenic Type. The hebephrenic's cluster of reactions de- 
Otes a very severe and profound personality disorganization. His 
Symptoms consist of silly and inappropriate smiling and laughing, 
Mcoherent talk, and incoherent scattered thinking, delusions, and 
allucinations. Often, he experiences fragmentation of behavior and 
à completely shattered sel£conception. The hebephrenic is more 
ISoriented than the paranoid. Frequently, he loses self-control and 
nds it very difficult to conform to socialized demands. Like other 


to what is going on. 
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schizophrenics, in the process of becoming desocialized, he cannot 
anchor himself onto others by meaningful communication. Usually 
more disorganized than either the catatonic or the paranoid, his 
disorganization is more tenacious because he does not struggle so 
vigorously to regain his self-esteem but tends, rather, to accept the 
social verdict of others and to revert to a past, immature role. The 
hebephrenic is least responsive to treatment, and it is quite likely 
that he tends to be more biologically predisposed to his disorder 
than are the other schizophrenic types. 

The Simple Types. Simple schizophrenia is the least frequent of 
the categories mentioned. The chief symptom of the simple schizo- 
phrenic tends to be emotional apathy. He expresses slight emotional 
enthusiasm and seems to be overcome by a series of emotional block- 
ings. Usually avoiding the more demanding and complex facets of 
the culture, he drifts to a simple and nondemanding periphery 
of the culture. His apathy is not accompanied by hallucinations and 
delusions. 

Some schizophrenics, who are diagnosed early as "simple," later 
acquire delusions and hallucinations. Few schizophrenics retain 
these disinterested attitudes and apparent lack of empathy’ without 
acquiring some delusions or hallucinations. 

The Undetermined Type. The undetermined or unclassified type 
consists of the mixed or combined symptoms of any of the four types 
which have been described. This type also covers those disorders 
which are in the borderland of two disorders, such as schizophrenia 
and manic depression, or neurosis and schizophrenia. The assump- 
tion is that with the passage of time the patient's disorder becomes 
more amenable to classification. 

Limits of the Classificatory Approach. This classification of sub- 
types of schizophrenia provides a short cut for understanding the 
defenses of the particular person and can be used as a beginning for 
more dynamic and developmental analyses. But in a more funda- 
mental sense its use is limited. First, as end products of a disorder, 
these subtypes do not necessarily add to the understanding of the 
process leading to schizophrenia. Second, these categories contribute 
to the danger of forming a stereotype around the patient so that 
the patient is known by his diagnosis rather than by his personality 
—the latter being an essential beginning for understanding his con- 
flicts and his experiences that have contributed to his breakdown. 
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Third, no specific therapy has been derived from these particular 
diagnostic types, with the possible exception that the paranoids may 
be given insulin shock to a greater extent than the other types, and 
that some diagnostic types—e.g., catatonic—usually have better 
chances for recovery than other types—e.g., hebephrenic or simple. 
This classification has limited value for psychotherapy, with the 
€xception that catatonics and undetermined types recover more 
readily than others. 

The logic of symptom analysis means that the symptoms reveal 
a more basic disease for which specific therapies can be prescribed.2 
This practice, however, does not work with the subtypes of schizo- 
phrenics, Although these diagnostic subtypes may provide a short 
cut for getting an over-all view of the patient, still the diagnostic 
Subtype may change in some instances, i.e., some simple or catatonic 
Schizophrenics may become hebephrenic. 

The most feasible way of understanding the schizophrenic is by 
his social development and by certain expressions of his behavior 
which reflect his personality organization, something which is not 
always apparent in a static diagnosis. This developmental approach 
is becoming increasingly accepted by clinicians and researchers. 


The Development of Schizophrenia 


Since Schizophrenia is the end product of a long developmental 
Process, we will describe in the following sections the social influ- 
ences and the personality processes which contribute to a schizo- 
Phrenic breakdown. 

Family Relationships. The family, more than any other social 
unit, Provides the basic attitudes and orientations in personality 
development, especially during childhood. Since the family fashions 
Personality, it can stifle personal growth and it can limit or distort 
Social Participation, both of which are necessary for personal stabil- 
Ity and maturity. To understand the development of schizophrenia, 
We must understand the family relationships which provide the set- 
Ung that so often contributes to a schizophrenic onset. 


*“Nat only have we fallen victim to the fallacies involved in artificial experi- 
Mentation; we have also become so entranced with technical procedures that 
We have lost sight of the patient himself, the individual person who is subjected 
to so many of these laboratory tests.” Ian Stevenson, “Why Medicine Is Not a 


Science,” Harper's Magazine, April, 1949, 198, p. 37. 
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No single pattern of family relationships predetermines schizo- 
phrenia. The many patterns, at best, are traced and ascertained after 
the disorder has occurred. The modes of family relations that ob- 
tain for schizophrenia are also found in the families of other dis- 
orders. Generally, the family may contribute to the breakdown of 
its members by diminishing self-confidence, by intensifying and pro- 
longing emotional dependency, by encouraging distorted views, by 
hindering or preventing association with persons outside the family, 
and by creating irreconcilable conflicts. There is no single, definite 
social path to schizophrenia because the innate biological endow- 
ments among schizophrenics vary. Except for extreme cases, it is 
often difficult to predict that given family relationships will create 
schizophrenia among the members. For schizophrenia combines a 
series of influences which must be understood as a configuration. 
This will be seen in the following discussion of (1) the ingrown 
family, (2) parent-child relations, (3) the preschizophrenic’s posi- 
tion in the family, and (4) folie à deux. 

The Ingrown Family. In the "ingrown family" the members' 
relationships and attachments are confined to the family. More or 
less isolated socially, they become estranged from the practices and 
expectations of the community. They, in turn, are considered 
"queer" or "different" by the neighbors. 

Within this "ingrown family" the dominant and significant par- 
ent, usually the mother, subjugates the rest of the family and for- 
bids them to cultivate outside relationships. Children experience 
extreme difficulty in transitional adjustment to the outside commu- 
nity. At this juncture they are personally retarded and cannot cul- 
tivate outside relations. In brief, the families which approximate 
this type contribute to personal immaturity, and possibly lay the 
basis for schizophrenic reactions, especially among the children. 
This process will be illustrated later in the case of the Carrington 
family. 

Parent-Child Relationships. 'To understand the interacting proc- 
ess between parents and preschizophrenic children, two consider- 
ations must be stressed. First, the relationships are a dynamic 
continuous sequence rather than a static and terminal affair; hence, 
all participants are affected. Second, the unwitting and unconscious 
aspects of the interacting process are usually as effective, if not more 
so, in influencing the children than the overt and direct types of 
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expressions because these former modes of interaction are less under- 
stood by the participants and are more difficult to revise. In gen- 
eral, parental relationships with preschizophrenic children tend to 
be conflict-creating at an earlier age than with neurotics, and 
to be more intense in their effects upon lowered self-evaluation of 
the preschizophrenic, although some schizophrenics seem outwardly 
"normal" during childhood. Hence, as indices or pointers to under- 
standing parent-child relations, the personalities of the parents be- 
come quite crucial because they initiate and, in part, determine the 
relationships with their children. 

Despite the variety of personality differences among the parents 
of schizophrenics, the two characteristics of instability and harsh or 
subtle domination stand out as being most significant. Lidz and 
Lidz found that only 5 out of 50 schizophrenics came from reason- 
ably stable families in which the parents were relatively balanced 
and compatible. The parents of the other 45 were unstable or 
incompatible. 

The mother usually is the more influential parent, but this does 
not always follow. Friedlander found that the parents were mark- 
edly inconsistent in their relations with their children. The fathers 
Were austere and strict, while the mothers were indulgent. Despert 
found that in 19 out of 29 cases the mothers were aggressive, over- 
Solicitous, and overanxious about the children, but the fathers were 
docile and understanding. Wittman and Huffman found that 
though the mothers were unstable, oversolicitous, and overprotec- 
tive, the fathers were more or less normal.® In a study of 100 schizo- 
phrenics, "Terry found that 58 mothers or mother substitutes were 
domineering, possessive, oversolicitous, overindulgent, neurotic, ec- 
centric, or psychotic. She found that many mothers and fathers fell 
Into the roles demanded by the children who eventually broke 


^Ruth W. Lidz and Theodore Lidz, “The Family Environment of Schizo- 
DOM Patients," The American Journal of Psychiatry, November, 1949, 106:5, 
P. 343. 

* Dorothy Friedlander, “Personality Development of 27 Children Who Later 
ne Psychotic,” Journal of Abnormal and Social Psychology, 1945, 40, pp- 

—335. 
d^ Louise J. Despert, "Schizophrenia in Children," Psychiatric Quarterly, 1938, 
12, pp. 366-371. 

^M. Phyllis Wittman and A. V. Huffman, “A Comparative Study o! 
mental Adjusted Teen Aged Youths,” Elgin State Hospital Papers, 
1944, 5, pp. 228-237. 
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down.* During adolescence and adulthood, the offspring retained 
intense attachments to and dependency upon the parents, especially 
the mothers. Sometimes, the children's behavior aggravated the 
parents' instability because they did not turn out as the parents had 
hoped. 

In comparing the parental reactions of schizophrenic, neurotic, 
and normal subjects whose ages were over 12 and under 82 years, 
McKeown found that the parents of the schizophrenic children were 
more "demandingantagonistic and more “discouraging” than 
were the parents of normal children, but that their reactions were 
somewhat similar to the parents of neurotic children.$ 

Despite the variations in personalities, the parents seemed to make 
the children very dependent upon them, to suppress their initiative, 
and to impose their own distorted goals upon their children. Hence, 
many preschizophrenic children seemed to live for their parents and 
could not evaluate themselves in terms of their own needs. When 
the children did not measure up to parental demands, the children 
were frequently taunted, ridiculed, or made to feel very guilty. 

Many parents encouraged immaturity in the children. One schizo- 
phrenic recalled that when she got into difficulty with her father 
and went into a tantrum, the father would "forgive and forget." 
When she tried to behave maturely by accepting responsibility after 
some mistake, the father became ruthless in his reprimands and 
persisted in nagging allusions weeks after the incident occurred. 
Consequently, she continued with these tantrums until late adoles- 
cence because that was the only way she could absolve herself from 
difficulties. 

In a study of 25 mothers of schizophrenics, Tietze found that 
almost all of the mothers were domineering, but that their tech- 
niques of domination were of two general kinds—open and subtle. 
Of the two types, the subtle domination was more harmful because 
the mother's activity was not clear to the children and hence did 
not lead to open defiance and rebellion. For example, one mother 
subtly dominated her three daughters, two of whom became schizo- 

"Described in Leo Kanner, Child Psychiatry, p. 492 (Springfield, Ill.: Charles 
C. Thomas, Publisher, 1942). 


* James Edward McKeown, “The Behavior of Parents of Schizophrenic, Neu- 
rotic, and Normal Children," American Journal of Sociology, September, 1950, 
56:2, pp. 175-179. Since the neurotic subjects in this study were children, it is 
possible that these children may incur a schizophrenic disorder in later life. 
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phrenic and one of whom was afllicted with ulcerative colitis. When 
displeased or angry, this mother would not shout or raise her voice, 
but cried, had headaches and fainting spells, and eventually took 
to bed when these sick spells came on. Conveniently enough, her 
Sick spells occurred when her daughters wanted to go to a party or 
have "some fun." The mother then insisted that the daughters stay 
home and care for her. Consequently, the daughters despaired of 
planning for "any fun." 9 

The most harmful types of parent-child relationships were those 
in which the children were rejected very early in life. In these in- 
Stances, the children, feeling unwanted, unloved, and despised, often 
despaired of obtaining affection from other persons. In a gesture 
of protective avoidance they turned inward and became distant and 
isolated from others. These extremely rejecting relationships oc- 
Curred in few cases, but many other parents expressed unwitting 
feelings of rejection and hostility; then they tried to cover up these 
attitudes and to compensate for them by oversolicitousness for which 
they expected the gratitude of the children. 

Finally, the parents seemed to contribute to the psychosexual 
retardation of the preschizophrenic children. They instilled deep 
feelings of guilt concerning masturbation and relationships with the 
Opposite sex. In general these parental influences led to the pre- 
Schizophrenics' isolation from the conventional patterns of the peer 
8roup, to a denial of their sexual roles as demanded by the peer 
Broup and to a lowering of their self-esteem. 

Family Position. It is thought sometimes that the eldest child 
is most susceptible to schizophrenia. For example, one study found 
that the eldest children were most prone to paranoid schizophre- 
nia? More intensive studies, however, do not substantiate this 
finding. In a study of 549 schizophrenics, Malzberg found the first- 
born children were no more susceptible to schizophrenia than the 
later born. Patterson and Ziegler arrived at similar conclusions 


*'Trude Tietze, “A Study of Mothers of Schizophrenic Patients,” Psychiatry, 
February, 1949, 12, pp. 55-65. Sce also Joseph Kasanin, E. Knight, and P. Sage, 
The Parent-Child Relationship in Schizophrenia,” Journal of Nervous and 
Mental Disease, 1940, 79, pp. 249-263. 

= Edgar A. Schuler, “The Relationship of Birth Order and Fraternal F 
to Incidence of Insanity,” American Journal of Sociology, 1930, 36, pp. 28-40. 

in Benjamin Malzberg, *Is Birth Order Related to the Incidence of Mental 
Disease?” American Journal of Physical Anthropology, 1937, 24:1, pp- 91-108. 
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from a comparative study of 442 schizophrenics and 495 admissions 
to the hospitals who were selected at random. In their study, twins 
were eliminated. They found that the middle children had a higher 
percentage in the schizophrenic group than in the control group.!? 
"Only children," however, had a higher percentage in the control 
group than in the schizophrenic group. The eldest and youngest 
children also had higher proportions in the control group as is 
shown in Table 8. 


TABLE 8 
POSITIONAL DISTRIBUTION OF SCHIZOPHRENIC AND CONTROL SUBJECTS" 


Control Schizophrenic 
Position Number Per Cent Number Per Cent 
Oldest child 127 25.7 98 22.2 
Middle child 222 44.8 238 53.8 
Youngest child 101 20.4 83 15.8 
Only child 45 9.1 23 5.2 
Total 495 100.0 442 100.0 


* From R. M. Patterson and T. W. Ziegler, “Ordinal Position and Schizo- 
phrenia,” The American Journal of Psychiatry, November 1941, 98:3, p. 456. 


From this study it appears that "only children" may be less sus- 
ceptible to schizophrenic disorders. That middle children are more 
prone to schizophrenia than children in other ordinal positions is 
not confirmed by other studies.!? It has also been shown that among 
normal children the subjects in middle ordinal positions are as well 
adjusted as are those in other positions. Hug-Hellmuth points out, 
however, that the middle ordinal position is subject to heavy stress 
and strain. From these studies it can be said that the influence of 
ordinal position upon schizophrenia is as yet inconclusive. 

Although birth order is not definitely related to schizophrenia, 
the preschizophrenic often was isolated in the family. Terry found 
that 61 per cent of her cases had such a solitary family position.!5 


"Ralph M. Patterson and Thornton W. Ziegler, “Ordinal Position and Schizo- 
aa The American Journal of Psychiatry, November, 1941, 98:3, pp. 455— 
58. 

7 Benjamin Malzberg, “Is Birth Order Related to the Incidence of Mental 
Disease?” American Journal of Physical Anthropology, 1937, 24:12, pp. 91-103. 

^ Hans V. Hug-Hellmuth, “Mittleren Kinde,” Imago, 1921, 7, p. 93. 


% Described in Leo Kanner, Child Psychiatry, p. 492 (Springfield, Ill: Charles 
C. Thomas, Publisher, 1942). 
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The preschizophrenic may have been the youngest or eldest sibling, 
the only boy, or only girl. He may have been estranged from other 
family members because of age, differential ability, or physical con- 
dition. Sometimes his isolation from other family members intensi- 
fied his attachment to the mother.16 

Folie à Deux: “Disorder of Two.” By folie à deux, we mean that 
one person who becomes disordered is influenced by intimate rela- 
tionships with another person who is disordered or disturbed. This 
disorder is not necessarily confined to two persons only, but may 
extend to three persons, folie à trois, or to four persons, folie à 
quatre. 'Though occurring chiefly among family members, this dis- 
order sometimes is found among intimate friends.!* Gralnick, in an 
intensive review of the literature, classifies these disorders, chiefly 
by mode of relationships and by mode of onset, into four types: 
(1) simultaneous, (2) communicated, (3) imposed, and (4) in- 
duced.18 

The simultaneous type refers to identical psychotic conditions 
of two or more family members at the same time. The communi- 
cated type means that one person, despite his resistance, acquires 
the delusional ideas of another. The imposed type refers to the 
acquisition of similar delusions and mannerisms by a person, who 
may be ordered, but who is submissive and dependent upon a dom- 
neering disordered person. When the two persons are separated, 
the submissive person tends to improve. The induced type refers 
to the acquisition of new delusions by a disordered person who is 
influenced by another disordered person. 

All these disorders result from direct learning by at least one 
of the disordered persons. Although these disordered expressions 
may vary, the paranoid schizophrenic form is the most frequent. 
Of the types of folie à deux, the “imposed” form is the most fre- 
quently occurring, Among the schizophrenics, Gralnick found that 
38 cases were imposed, 18 communicated, 3 simultaneous, and 1 
was induced. Of the family combinations, 17 were sister combina- 
tions, 13 mother-child, 15 husband-wife, 5 brother, 1 father-daugh- 

* Nicholas J. Demerath, “Adolescent Status Demands and the Student Experi- 
ences of 20 Schizophrenics,” American Sociological Review, 1943, 8, pp. 513-518. 

Alexander Gralnick, “Folie à Deux—The Psychosis of Association: A Review 
9f 103 Cases and the Entire English Literature," Psychiatric Quarterly, April, 


1942, 16:2, pp. 491-520 
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ter, l sister-brother, and 1 was between two friends. T'wo cases 
involved three sisters.!? 

Since these types of breakdown are influenced directly or indi- 
rectly by family relationships, many important phases of family life 
can be illuminated by the extreme character of the cases. In the 
following instance of the Carrington family, compiled by Gralnick, 
the entire family of four broke down, but at different times. The 
mother, Anne, was the initially disordered person, a paranoid, and 
the dominant member of the family. Because of her influence the 
husband and the two children also became psychotic. Her influence 
is especially evident upon her two children.?? 


The Carrington Family 
Mother's Attitudes to Edith 

Edith, a full-term, nine-pound baby, was remembered by her father as a 
“jolly and lively child" and as “always laughing and full of energy." Anne 
devoted herself completely to her child. She dressed her so well that people 
commented favorably on her good appearance. Anne was overprotective 
to the child, and carried her about a great deal. Edith grew into a 
healthy, normal child. She walked at the age of 9 months and began to 
talk at 15 months. She was playful about the house and expressed particu- 
lar affection for her father. At 4, Edith surprised him by reading a few 
words in the newspaper. Her only mishap occurred when she was 2 years 
old. Falling against a bedpost, she lacerated her forehead. Shortly there- 
after her eyes began to squint, but Anne refused to have them examined. 
At 5, Edith began to wear glasses. She was finally operated upon when she 
was 7. 

Since her suspicions of people increased, Anne never let Edith out alone 
or let her play with the other children unless it was in her presence. When 
Edith was scratched in the face by a child, Anne forbade her to play outside 
and kept her indoors. She even deterred Edith from entering school until 
her ninth year, when a truant officer had threatened her with court action 
unless the child went to school. Anne relented and, inconsistently enough, 
placed her in a Catholic school. 

Anne escorted Edith to and from school. Placed in the 2B grade, Edith 
adjusted very well and was a bright pupil. On one occasion Edith was 
struck over the head by one of the teachers. This incident started a quarrel 
between Anne and the nuns. Anne became convinced that the nuns were 
antagonizing other children against Edith and were telling them that 
Edith was “crazy” because she had no religion. When a child pushed Edith 


» Ibid., pp. 4-7. 
? Alexander Gralnick, "The Carrington Family: A Psychiatric and Social 
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down the stairs, breaking one of her teeth, Anne promptly withdrew her 
from school. 

Removed from parochial school, Edith began to believe that the 
Catholic Church was against her. When she and her mother walked out- 
doors, they imagined that the other children smirked at them. Edith was 
told by her mother that this was done at the behest of the Church. Despite 
peculiarities, Edith adjusted well in the public school where Anne later 
transferred her. She studied hard, and, though she often asked her father 
for help, her homework was "always right." Considered very bright by the 
school principal, he regarded her as "peculiar and dominated by her 
mother." Since Anne persisted in accompanying her to school and refused 
to let her associate with other children, Edith was isolated. But the mother 
also began to estrange Edith from her father. 

Edith was continually reminded by Anne that it was her father who had 
sent her to the Catholic school. When Anne forbade her to speak to her 
father, Edith became so upset that, in a “high-spirited and resentful out- 
burst,” she threatened to leave home. In time, she became subdued by her 
mother. Her only social outlets were her mother and, to some extent, her 
brother. 

At 14, after graduation from grade school, Edith entered high school the 
following semester. The quality of her work began to decline. At 15 her 
father was committed to a mental hospital for reasons which will soon be 
discussed. She was removed from school and taken in search of employment 
by her mother. When Edith’s religion was asked at the employment agency, 
her mother said she had none. When Anne was advised that employment 
would be facilitated if she had a faith, the mother countered that she 
would rather starve than admit having a religion. Edith returned to school 
and for the next year did so poorly that she did not wish to return. The 
mother apparently agreed, and Edith was “discharged as being over seven- 
teen years of age.” Edith never sought work but remained at home, despite 
the fact that the family was aided by charity. 

Edith never had a friend, and of course, no sexual indiscretions. She was 
influenced by her mother to wish never to marry. Subject to a rigid routine 
at home, she displayed little affection to her parents and received none. In 
time, Edith became a shy, seclusive, diffident, suspicious person, who was 
completely dominated by her mother. 


Mother's Attitudes to Cameron 

After John’s birth, Cameron believed that Anne's condition became 
Worse. When people stopped in front of their door to talk, she thought 
they were spying on her and sent them away with abuse. She allowed no 
One to enter the apartment. She compelled her husband to whisper or be 
quiet for fear the neighbors would overhear them. 

Cameron had been working at an express company, and, a few months 
before his resignation, he thought he was being followed. It seemed to him 
that the “same man would turn up frequently.” Later, Anne told him 
that a detective had come to the house and had inquired about some miss- 
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ing valuables. Angered by this visit, Cameron went to the company's offices, 
showed his receipts to prove his innocence, and resigned. With satisfaction 
he read later that a company employee had been jailed for robbery. 

After working in several places, Cameron found a job in a pickle factory. 
When he started work there, he was told that he should be careful be- 
cause some things were stolen from his orders, and he began to worry. 

In contrast to Anne’s behavior, Cameron noted the gay manner of the 
girls in the factory. He claimed that Anne was driving him "nutty." He 
began to hear the singing voices of the girls while at home. At night, he 
heard the neighbors' daughter singing and dancing upstairs and thought 
they watched him. During the day, he thought that they talked and laughed 
—at him. At times, he would cry without any reason. He heard voices 
threatening his wife and him. He told a physician: “The gang that is after 
me is trying to burn out my sexual organs with rays coming through the 
ceiling. I woke up and found my glands all heated up." He heard voices 
say, "Shoot him." Cameron, of course, thought the voices were real Had 
not Anne told him that people always talked about them? Had she not 
frequently gone to the door to see if people were eavesdropping? When 
he asked why she did this, she never replied, only told him to be quiet. 
Finally, Cameron became so fearful and anxious that he was hospitalized. 

In the hospital Cameron adjusted well and began to improve rather 
quickly. He realized that the "voices" were imaginary and claimed that 
Anne's behavior caused his worries. After 13 months he was released on 
conditional discharge, and after another year, he was discharged outright. 


Mother's Attitudes to John 


John was a normal bright child, who was responsive and well behaved. 
He entered school at 6 and graduated at 1314. Entering high school, he 
graduated three years later with excellent ratings in “reliability, leader- 
ship, civic spirit, industry, and good manners.” His grades were very 
high, his I.Q. was 123, and he was regarded as having an excellent personal 
appearance. His English teacher, however, observed that although a very 
capable student, he was obviously suffering from some inner disturbance 
"which was expressed in extreme shyness and sensitivity." His history 
record stated: “The boy has such an inferiority complex that he makes a 
poor impression in spite of his ability.” 

Like his sister, John was forbidden to talk about sexual matters. At the 
age of 13, he said that he would never marry or have children. He promised 
to remain with his sister and take care of her when she grew older. He dis- 
liked the frequent quarrels that took place in the home but sided with his 
father. He had a growing hostility toward his mother, and when she tried 
to pat him as she helped him with his coat, he shrank away. His mother 
considered him "stubborn and self-willed.” Her attempts to restrict him 
made him very angry. Anne watched his moves, never allowed him out to 
play with boys his age, and had him sleep with her until shortly before his 
eighteenth year. John was unable to do anything independently. With no 
other way to turn, he became a “bookworm.” But his resentment toward 
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his mother became deep and lasting. Unable to understand why he could 
not speak to his own father, he objected vigorously. But she succeeded in 
making her domination complete, and John, learning from his father, sur- 
rendered to her will, and obeyed. 

When his father was rehospitalized, it was more than John could bear. 
He sat most of the day and refused to go out. Refusing food, he became 
steadily weaker. When not sitting, he paced up and down the room which 
his mother regarded as exercise. 

Seized with abdominal pains, he vomited and believed his heart was bad. 
His hostility toward his mother increased. Frequently, he chased her out 
into the hall, slamming the door after her. A neighbor once observed a 
"wild look in his eyes" and his arms waving over his head as if he were in a 
frenzy. The mother explained to the neighbor that he had tried to beat 
her, and explained that his outbursts were brought about because he was 
born under Taurus and this gave him "the temper of a bull" A social 
Worker, during a visit, characterized him as a "morbid, silent boy, who 
barely said yes or no," and who was “ill of starvation." Over his mother's 
protests, the social worker called a doctor who recommended that John be 
sent to the hospital, on May 2, 1939. The physical examination was gen- 
erally negative, except for some minor physical defects. He was diagnosed 
as having “mixed hysterical pyschoneurosis.” 

During one visit to the hospital, the mother read John’s palm in the 
presence of Edith. She said that his life line was broken and he might not 
live. Seeing the “sign of death" in his hand, Anne decided to have him 
returned home. Impassively, she said that it was too bad that John had to 
die. The investigators who heard this felt that the mother wanted her son 
to die. Despite their objections, the doctors had to release him, at the 
mother’s insistent demand, 17 days later. A social worker who visited the 
home shortly afterward described the setting as one in which John was 
“lying on a pile of rags on one of the bedsprings. The dirt and grime was 
So thick on his body that it could have been scraped off of him.” Despite 
the mother’s signs, John remained alive, even gained weight, ate better, 
and exercised. He recovered sufficiently to make biweekly visits to the City 
Hospital Neurological Clinic. 

John complained of abdominal pain 
physical examination was negative. Enceph 
diagnosis, and bromides and chloral were prescri 
to December, 1939. 

During the last few weeks of his life, 
venturing out. He ate little and said almost nothing. His mother once 
described his behavior to the janitress, saying, "My boy is crazy. He's lying 
on the floor. He and his father are both mad." Since the mother bought no 
coal, the house was cold, and the boy, who refused to wear his coat and 
hat in the house as his mother and sister did, became weaker and weaker 
from exposure. Four days before his death, he went to bed, and for two 
days did not eat, nor drink any water. On the third day, he ate one egg 
and two pieces of bread. He arose only to go to the toilet; otherwise, he 


s and severe constipation, but his 
alitis was regarded as a possible 
bed for him from August 


John remained at home without 
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remained silent and immobile. When asked to eat he said, "No, go away 
and don't bother me." Some time later when Edith was in the mental 
hospital she said that he resembled the patients in the hospital who were 
diagnosed as catatonic schizophrenic. She then observed that her brother 
should have been force fed. At times, the mother and daughter remained 
undecided as to whether to send him to the hospital or not. At one in- 
stance they even dressed him for the ambulance, but then desisted. Was 
the mother thinking of the broken life line? The night preceding his death, 
his breathing became heavy and forced. His mother and sister sat by his 
bedside all night, even slept in this position with blankets over their heads 
and shoulders. Although Anne, the mother, knew the son was dying, she 
would not look at him, although his breathing became shorter and weaker. 
In the early morning his breathing ceased. His sister, at the mother's re- 
quest, held her hand over his mouth and felt no breath. The mother said 
simply, "He must be dead." She did not cry, although Edith shed a few 
tears. 

Edith missed her brother with the shallow feelings of which she was 
capable. She felt that she "didn't have much interest in living any longer." 
She ate little, lost weight, and ceased menstruating. Like John after the 
removal of his father to the mental hospital, she began to decline rapidly. 
In this condition her dependency upon her mother was complete. The 
social workers feared that Edith would go the way of John. 

Since the mother was able to make a favorable impression by hiding her 
Symptoms and was a rather clever woman, a plan was decided upon. The 
mother was persuaded to accompany her daughter to the Bellevue Hospital 
but did not know that she, too, was to be kept there. Later she blamed the 
Catholic Church for detaining her. 

After a few weeks in the hospital they were transferred to a ward for 
co-operative patients. They constantly occupied the same chairs from 
which they could get a view of the corridors. When a person in authority 
approached, they became apprehensive, and Anne would usually rise and 
hide in the hallway. When Anne was questioned about her behavior, she 
offered unconvincing excuses. The outstanding feature observed by all who 
had contact with the two women was the mother's domination of the 
daughter. Such random statements as "Edith never talks when her mother 
is around," and "Edith doesn't think for herself," characterized this view. 

Anne remained seclusive and suspicious. She continued to believe that 
the attendants and the others who caused her difficulty were Catholics. 
She usually spoke softly so that no one would overhear. When her husband 
visited her, she accused him of being an "enemy" and of wanting her 
hanged. 

Edith, however, changed markedly after her Separation from Anne. In 
six months she said that she had more confidence in herself, cultivated 
several friends, and regarded her former behavior as follows: “It all seems 
so silly. I am not shy now. I have more confidence now and carry out a 
conversation better." Although Edith still missed her mother, she showed 
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more initiative in her work. She said, "I am not a child. I am old enough 
to get along." In the meantime, she incurred a neurological illness, which 
grew progressively worse and was diagnosed as "multiple sclerosis." She 
was forced to give up working in the kitchen, because her vision was 
blurred and she dropped objects. In spite of her physical condition she 
continued to improve and to become more sociable. She summarized this 
personal improvement by the following attitude about herself: "I can 
face the world now. I don't let people step all over me the way I used to." 
She remains concerned about her physical condition and sometimes won- 
ders whether her neurological handicap will be a permanent disorder. 

Interpretation. The social dynamics among the family members 
made some kind of disordered behavior of the children almost in- 
evitable, regardless of what their constitutional endowments might 
have been. 

l. Both Edith and John apparently were "normal" children. 
They were normal and probably above average in intelligence. Af- 
fectionate, they responded to affection. They played together and, 
from the fragmentary evidence in the case, were able to associate 
with other children. 

2. The family was isolated from neighborhood contacts. The chil- 
dren were most profoundly influenced by the family and particu- 
larly by the mother, whose paranoid delusions and general behavior 
isolated both John and Edith by restraining and forbidding them to 
associate with other children, and who influenced Edith to become 
very suspicious and submissive. 

3. The mother did not permit the children to become emotion- 
ally independent and to acquire the cultural skills and conventional 
behavior patterns, the social give-and-take, which usually are ac- 
quired by ordered children. 

4. The effect of conflict was evident in the profound sense of 
failure and submission which John felt by being “broken” by his 
mother. Undoubtedly, he suffered from his mother's intense hos- 
tility, and his breakdown was hastened by his father’s removal. His 
breakdown, which seemed to be an acute schizophrenic episode, 
resembled in its later stages catatonic schizophrenia. : 

5. The father’s breakdown resulted in part from his isolation 
in the family, his lack of friends, and his wife's domination. His 
recovery when away from home leads us to suspect that his disorder 
Was influenced by his wife’s behavior and by extra familial diff- 
culties. 
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6. Malnutrition and the general physical hardships from the 
stricken condition of the family contributed to the disorder of the 
boy, particularly. But these factors were hardly as crucial as the re- 
tarded personal growth, diffident self-conceptions, anxieties, and 
conflicts created by the domineering mother who kept the children 
away from the peer group and from other normal relationships. 

The Family and Schizophrenia. Thus, the modes of socialization 
among preschizophrenic children are definitely affected by parents 
(especially the mother) who tend to be unstable, domineering, and 
demanding. These parents try to control the lives of their children 
and to retard their development and emotional independence and 
try to isolate them from the peer group. Although schizophrenia is 
not definitely related to order of birth among the children, the pre- 
schizophrenic tends to be isolated from the other siblings either 
because of age or physique, or because of his general personality 
which makes him more dependent upon the parents. The ingrown 
family tends to influence children in this direction, and the presence 
of an irrational, domineering parent can create the phenomenon of 
folie à deux in which more than one person in the family becomes 
afflicted. 

Although these familial influences are predominant, there is no 
single type of family from which schizophrenia arises. The family 
types are many, as are the parental types, and these family and 
parental types require more definitive analysis. Moreover, it appears 
that little is known of the siblings of schizophrenics. A study of this 
type would add to the knowledge of the family life of the schizo- 
phrenic and indicate why one sibling breaks down and others 
do not. 

Childhood. Although behavior may be influenced by constitu- 
tional and hereditary predisposition, these reactions also are defen- 
sive resultants of family expectations and relationships. In this 
light we will discuss the preschizophrenic child in terms of his 
sociability or lack of sociability. 

The withdrawn child who pursues a solitary routine, who is 
asocial, and who finds communication to be difficult has been 
pointed to as the most frequent preschizophrenic type. This shut-in 
personality has been described by Hoch, as reticent, shy, seclusive, 
sensitive, stubborn, almost uncommunicative, and steeped in fan- 
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tasies.?! He regarded this type as having particular constitutional 
deficiencies. Bowman characterized the typical schizophrenic as a 
conformistic and model child, who is solitary, has few friends, feels 
superior, and is closemouthed and uncommunicative. He found also 
that he is not “oversensitive and daydreams less than the normal." 22 
In general, Hoch, Wittman, and Steinberg, Maslow and Mittleman, 
Sheldon, and others stress that the shut-in or seclusive type of per- 
sonality is most frequent—i.e., from 50 to 70 per cent of the cases— 
among the preschizophrenics.?? 

Faris examined 100 consecutive records of schizophrenics. Of the 
48 cases for which he could find full information, he noted that 27, 
as against 21, were sociable during childhood. Wittman also 
found, by comparing two groups of 66 each, that one group of 
Schizophrenics were behavior problems during childhood and that 
another group were not. Since she limited her subjects to those who 
did and to those who did not have records of behavior difficulties 
in agencies, very likely those schizophrenics who did not have official 
records of behavior difficulties may have had more subtle behavior 
problems which did not arouse the parents to disciplinary or treat- 
ment action.?5 

Another frequent childhood type which is found in schizophrenic 
histories, however, is the conscientious or “model” child who is also 


somewhat peculiar. 

Hamilton and Wall found that 60 out of 100 schizophrenic girls 
Were described by their parents as “model” children. The parents 
considered them as “good babies,” “never giving any trouble,” or 


* August Hoch, “On Some of the Mental Mechanisms in Dementia Praecox,” 
Journal of Abnormal Psychology, December, 1910, 5, pp. 255-273. 
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“never crying." ?5 Of the others for whom data could be obtained, 
20 were stubborn, restless, and overactive, and 12 had perverse and 
traumatic sexual experiences imposed upon them by adults. In a 
study of 42 catatonics Dunham found that the mothers always ap- 
praised the boys as "very good boys" who were quiet, dependent, 
seclusive, and who usually remained at home.?* 

Frequently, adored and overprotected children were not accepted 
by the play group, as Faris found in 29 out of 54 cases.28 Their social 
isolation became more clearly apparent during adolescence, when 
more was expected of them. Many preschizophrenics showed little 
insight into their personalities and into the influences which they 
were acquiring from the family and from the play group. Both the 
seclusive and the model children often considered themselves “dif- 
ferent," inferior, or rejected. Also, both types of children, if dom- 
inated and overprotected, lacked confidence and the skills to defend 
themselves in competitive participation. 

The concept “model childhood" is vague. Model children do not 
necessarily become schizophrenic. We do not know how many stable 
adults have been model children, but presumably many have been. 
Indeed, “model childhood" is relative to the attitudes and relation- 
ships in the particular family. When the parents are stable and 
happy, a model child may be quite stable. When the parents are un- 
stable and disorganized, a model child may be quite disorganized. 
Hence, "model childhood" is not so indicative of the child's stabil- 
ity as it is of the preconceptions of his parents. Moreover, an 
emotionally unstable child can mature without breaking down.29 
Although the isolated child, except for extreme cases, does not 
invariably become schizophrenic, the child who accepts his social 
isolation, who begins to despair of receiving affection, and who be- 
comes preoccupied with solitary fantasies at the expense of social 
relationships and a need for people, may tend to be more predis- 
posed to a schizophrenic disorder than other children. 


? Donald M. Hamilton and James H. Wall, “The Hospital Treatment of 
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It is still not known definitely to what extent the differences be- 
tween the seclusive child and the model child reflect parental and 
sibling attitudes as well as constitutional tendencies. Yet the isolated 
or perverse child seemed to react more sensitively to family rejection 
and hostility. The model child who seemed to encounter these hos- 
tile attitudes outside the family depended more upon the parents 
but was not necessarily isolated in the family. 

Adolescence. Interpersonal relations during adolescence generally 
become more difficult and more complicated. The majority of pre- 
schizophrenics showed greater personal backwardness during this 
period than during childhood. An increasing social dependency 
upon or “loyalty” to the family group became more apparent. Or 
an attempted revolt and an inability to cultivate intimate social 
relationships outside the family also were prevalent. Most pre- 
schizophrenics were unable to cultivate sustained informal social 
relations with persons of their own age groups, particularly with the 
Opposite sex. 

Whether or not their views were bizarre or necessarily imprac- 
tical, they usually were not accepted in the peer group; hence, their 
of self-reproach, or of being different became 
withdrawing and by anxiety. Though 
etermined, the catatonics, 
they lacked the 


feelings of inferiority, 
intensified. They reacted by v 
Some schizophrenics, especially the und 
and the paranoids, strived to improve themselves, 
facility and the techniques to do so through social participation. 


Harold was a normal adolescent who made splendid progress in school 
and during high school was at the head of the class. Although he was some: 
what retiring in his manner, he made friends without effort and seemingly 
was popular and liked by his friends. He was unusually careful about 
his personal appearance and was very sensitive about any social slight. 
"Though he was not very interested in girls, he did not avoid them. 

He was very friendly to his sister's friends who came to the home and 
occasionally took a girl to a social gathering. For about ten weeks. he was 
especially attentive to one girl, but she would not become serious with him, 
although he was very fond of her. Though upset by this rejection, he did 
not show any outward signs of it to his friends. But he became more soli- 
tary in his pursuits, read more, and became more religious. 

When Harold attended the college in his town, he adjusted well at first; 
then his work declined. He believed that because he lived in the same 
town, and the others came from other cities, they looked down on him. 
Hence, he failed to attend classes or came very late. He could not con- 
centrate and failed in his examinations. Since he thought he was avoided 
by the other students, he refused to go to school and remained at home. 
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Finally, he left school and home and sought employment. Soon after, he 
had a catatonic breakdown while employed as a laborer. 

As we have indicated in Chapter Eight some adolescents were 
hindered in social participation by the neighborhood in which they 
lived. For example, some minority-group members in the culturally 
heterogeneous sections of the city could not or would not associate 
with those in the majority group. The divergent practices and 
opinions between the family and the neighborhood served to 
estrange them further. But even among those of similar ethnic 
groups, as in high-rate deiinquency areas, for example, the precata- 
tonics were the nondelinquents. Their attitudes and values were 
harmonious with those of the larger society but were incongruous 
with the attitudes and aspirations of the peer group and with the 
persons in the immediate neighborhood. In this particular situation, 
the male catatonics approached their problems in an awkward and 
clumsy manner and seemed unable to acquire a feel for social rela- 
tionships, as did the other persons of their milieu? This affected 
their conception of themselves and placed them in a position 
whereby they could not participate in the informal aspects of com- 
munity life. In a study of 20 preschizophrenic persons, Demerath 
found that the schizophrenics did not participate with their peers, 
were intensely interested in their studies and in adult values, and 
consequently were rejected as companions.31 

The female group, too, were unable to cultivate informal and 
socially intimate interpersonal relationships, particularly with the 
opposite sex. Many females who were competent intellectually and 
who were well adjusted in school and at work lacked the personal 
independence for the competitive interpersonal relationships of 
their own age groups. As a result, they became estranged from the 
common meanings and practices which emerged from these informal 
types of relationships. Hamilton and Wall state:32 


In general, emotional maturity lagged far behind intellectual 
growth. Interest in profound philosophical and religious subjects 


H. Warren Dunham, “The Social Personality of the Catat 
American Journal of Sociology, May, 1944, 49, p. 514. 

=N. J. Demerath, “Adolescent Status Demands and the Student Experiences 
of Twenty Schizophrenics," American Sociological Review, October, 1943, 8, pp. ' 
518-518. 

“Donald M. Hamilton and James H. Wall, “The Hospital Treatment of 
Dementia Praecox," The American Journal of Psychiatry, November, 1948, 105:5, 
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often preceded by some years direct attempts to manage the realities 
of interpersonal relationships, particularly with the opposite sex. 
Some, because of the nature of their psycho-sexual immaturity, re- 
mained on an adolescent level, centering their lives around groups of 
their own sex who had esoteric interests. One middle-aged patient 
relied in great part upon an organization known as the "Serious 
Thinkers.” They often clung to emotionally dependent relationships 
with one woman friend. Others in an early adolescent attitude sought 
the companionships of older men and women, who as parent figures, 
were the object of their hero worship and their dependency. Uncon- 
scious fantasy played a large role in such relationships. Among the 
patients who responded least well to treatment were a few who never 
developed the capacity to make close friends outside the home. 


Many adolescent preschizophrenics strived to rise in status. But 
they resorted to solitary pursuits, which increasingly isolated them 
from their immediate milieus. Some read about self-improvement 
or strived to increase their knowledge, but they did not improve 
their social capacities and did not experience emotional growth. 
Some were uncertain about their goals, or placed their goals too 
high, or did not know how to attain the goals they had formulated. 
Frequently, their aspirations were*enmeshed in fantasy rather than 
in plans of action. Even those who were more outgoing, who par- 
ticipated in sports and in other activities, resorted to them as kinds 
of compulsive escape, rather than as mediums of self-expression. 

The preschizophrenics had conflicts about themselves—especially 
their sexual roles—and their social world which they could not re- 
solve, and frequently these conflicts came sharply into focus during 
adolescence. Their lack of confidence in dealing with their peers 
exaggerated a tendency to fantasy which was not corrected by social 
participation. In their isolated state they tended to become emo- 
tionally dependent and to become removed from the accepted 
patterns of the immediate peer group. They tended, then, either to 
retreat further into fantasy or to make a random bid for social ac- 


ceptance to bolster an ever-weakening self-esteem. | 

In the following case we See the impact of contradictory values 
between the family and play group upon the personality of a 17- 
year-old sensitive adolescent. To retain his parents' approval he 
became very docile and limited his play-group activities. Conse- 
quently, he did not acquire the play skills for coping with the 
neighborhood boys and was rejected by them. During his break- 
down he revealed his acute awareness of the activities necessary for 
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peer-group acceptance and for enhancing his self-esteem by regain- 
ing an approved male role. 


Allen had been living with his father, bedridden mother, and spastic 
brother. He had always been restricted because his father did not want an 
accident to befall him. His younger brother being spastic, his father 
dreaded having anything happen to Allen, too. His actions were carefully 
surveyed by the parents, and any "rough" activities were frowned upon. 
Sheltered from other boys and encouraged to play with girls, he remained 
relatively ignorant and fearful of boys' activities. In addition, he resided 
in a neighborhood where mischief and some measure of violence were 
esteemed. Because he was thin, he became very self-conscious of his appear- 
ance and felt that people were looking at him critically. Since he would 
not engage in any rough sports and would refuse to fight when challenged, 
he was called “chicken,” “mousie,” and “sissy” by the other boys. On the 
other hand, he avidly sought the affection of his parents, particularly his 
mother, by implicit obedience. Even the father became disgusted at the 
way his mother and aunt would repeatedly send him to exchange articles 
from the store. At times, the father hoped that he would tell them to ex- 
change the articles themselves or at least refuse to go back. Fearing pa- 
rental disapproval, he avoided the rough games of the play group. He said: 
"I couldn't play games with the boys because I thought I would get hurt. 
My parents told me I might get huft and I saw some boys get hurt." On 
Some occasions the boys teased and molested him to the point where his 
father had to come out and rescue him. Among girls, he lacked the con- 
fidence to start a conversation because, “I didn't know what to talk about.” 

When he was 16, his mother was sent to a sanitarium because of tuber- 
culosis. Her departure, he claimed, "broke me up inside," and he couldn't 
think as he formerly did. He missed her very much, although he was glad 
to have her go to the hospital because she was cross w 
occasions. He lost interest in his schoolwork and faile 
but he made some friends and quit Sunday school beca 
boy in the class. During one class session in high sch 
claimed that now he was strong and had friends and would never be with- 
out them again; that the others did not know what it was to play with girls 
all one's life. The teacher removed him from the class, but he begged to 
be returned. When she let him come back, he stated again that he was very 
glad that now he would act differently, that he would study hard and 
wanted ‘to stay in school. Later he stated: “It’s my mission to make every- 


one happy. I’m the type now that things change for. Now I can go out for 
sports and things like that.” 


ith him on many 
d in two subjects, 
use he was the only 
ool he got up and 


Conflict and the Peer Group. Although many preschizophrenics 
had been isolated from the peer,group, Hunt has described a peer 
group in which conflicting activities contributed to Schizophrenia as 
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well as to other disorders.*3 Of 15 boys in the peer group, 4 were 
committed to a mental hospital for personality psychoses, another 
was committed for paresis, and still another died on the streets from 
a "stuporous depression complicated by alcohol." 

The boys had a hangout near a slaughterhouse and barns where 
race horses were kept for the winter. There they were introduced 
into sexual perversions by the laborers. Near by was a Pentacostal 
church where emotional revivals were often held. The 5 boys who 
regularly practiced sex perversions and who regularly attended 
church revivals broke down.’ 

The other boys who practiced perversions, but who did not par- 
ticipate fervently in religious revivals, did not break down. They 
were not so intensely affected by the conflicting activities. Though 
the age of onset and the type of psychosis differed among the 5 boys, 
the important fact is that these intensely contradictory factors 
seemed to contribute to their eventual breakdowns. 


Summary 


ngle set of family relationships and no single 
personality type fit all preschizophrenics during childhood and 
adolescence, certain definite patterns can be discerned for many pre- 
From their relations with their parents, especially 
hrenics tend to become emotionally de- 
pendent, to perceive themselves in terms of their parents' needs 
rather than in terms of their own needs, to lack the knowledge of 
peer group patterns of behavior and to lack the skills for competi- 
tive participation and for cultivating friends. Frequently rejected 
by the peer group, they experience a ]ow self-conception and resort 
to solitary pursuits and to fantasy both as retreats from social par- 
ticipation and as devious means for lifting their status. Hence their 
goals and pursuits seem to lack a realistic quality. ; 
During adolescence, many are unable to relate effectively with 
members of the opposite sex; for they seem to lack the self-confidence, 
the requisite social skills and the knowledge of conventional peer 
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Psychoses," American Journal of Orthopsychiatry, 1938, 8, pp. 158-164; also in 
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Knopf, Inc., 1949). 
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group behavior. Unable to anchor themselves into the social reality 
of their age-grade associates, they do not know how to correct their 
behavior and cannot lift their self-esteem by social participation. 
Further they become deprived of the satisfactions which come from 
fulfilling the social aspects of their sexual roles. In retreat or com- 


pensation, they become further involved in their private fantasies 
and private aspirations. 

But the intensity of these personality trends vary as we shall see 
‘in the next chapter. On the one extreme, many preschizophrenics 
are severely disorganized and isolated throughout their lives and 
seem to be relatively resigned to their isolation and content with 
their private pursuits. On the other extreme, some schizophrenics 
seem to be relatively well-adjusted, if conformistic and passive. 
Between these two extremes are persons who combine the charac- 
teristics of both or who incline toward one extreme or the other. 
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CHAPTER TEN 


Social Aspects of Schizophrenia: Types 


The Problem of Types of Schizophrenia. We have pointed out in 
the preceding chapter that a static typology of schizophrenia, based 
upon symptoms, has definite limitations. This static classification 
was initiated and elaborated by Kraepelin. He believed that 
"dementia praecox" occurred relatively early in life, usually after 
puberty, had a poor chance for recovery, and resulted from a meta- 
bolic disturbance. Later, Bleuler differentiated between this classi- 
cal type of dementia praecox and schizophrenia.” He thought that 
schizophrenia occurred later in life, had a relatively good prognosis, 
and presumably involved a separation between the mental and 
emotional reactions. Although Bleuler pointed out some dynamic 
processes in schizophrenia, he believed that schizophrenia was a 
result of brain pathology. Freud, Jung, and Adolph Meyer gave a 
more dynamic interpretation of this disorder. For example, Meyer 
maintained that it was primarily a result of failure in adjustment 
and of habit deficiency: 

Since Meyer's time there have been varied classifications of 
schizophrenia. Meduna and McCulloch have differentiated between 
schizophrenia and oneirophrenia on the bases of mode of onset and 
biological differences.! The schizophrenic presumably had,a clear 


? Emil Kraepelin, Dementia Praecox and Paraphrenia, translated by R. Mary 
Barclay (Edinburgh: E. and S. Livingstone, 1919). 
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outlook at the time of the disorder; the oneirophrenic had a cloudy 
or confused outlook at the time of the disorder. Langfeldt has 
differentiated between the schizophrenic and the schizophreniform. 
The schizophrenic apparently is one who does not recover from his 
disorder, but the schizophreniform has a temporary disorder and 
does improve or recover.’ Bellak has considered the biological and 
psychological factors in classifying schizophrenia into three types 
which could be placed along a psychosomatic continuum: (1) classi- 
cal constitutionally determined schizophrenia, (2) psychogenically 
determined schizophrenia, and (3) acute, brief schizophrenia which 
resembles hysteria.9 

These varied classifications, however, have not refuted the classi- 
cal dementia praecox type which Kraepelin described and which 
does characterize an extreme type of schizophrenia. But many 
Schizophrenics do not fit Kraepelin's classical description. Some 
schizophrenics do not break down in adolescence or early adulthood, 
many improve or recover, and some do not seem biologically pre- 
disposed to this disorder. Hence, a classificatory scheme of schizo- 
phrenia must consider (1) the mode of personality development, 
(2) the mode of onset, and (8) the course of the disorder—some 
indices of which are the length of the disorder and the degree of 
agitation during the disorder. Since the duration can be determined 
only when the person improves, it is necessary at the time of onset 
to consider only the first two criteria. 


The mode of personality developme E 
adjustment or maladjustment before the onset. This developmental 
process includes the biological as well as the social component be- 


cause the ways the individual internalizes his experiences and re- 
ts are, in part, influenced by 


Works his social influences and conflic' 
the organism. . 

The mode of onset is important. At the one extreme there is the 
slow insidious type of breakdown without any visible external stress 
At the other extreme, there is the quick 


to precipitate the disorder. / Í : 
Stormy conflictful type of breakdown which reveals heightened 
a series of very critical situa- 


agitation and which occurs in one or 
tions. 


nt covers the person's general 
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Concerning the duration of the disorder, we find thàt some 
schizophrenics do not improve and that others improve rather 
quickly. For example, in a five-year follow-up study of 177 schizo- 
phrenics, Malamud and Render found that 14 per cent recovered, 
8 per cent had a social recovery, 3 per cent improved markedly and 
7 per cent improved slightly, 10 per cent died, and 58 per cent did 
not improve Langfeldt found that 66 per cent of those whom he 
regarded as schizophreniforms recovered without appreciable treat- 
ment.5 Bellak, who summarized a variety of studies, found that over- 
all improvement ranged from 22 per cent to 53.6 per cent, with the 
majority of studies showing a fluctuation around 40 per cent.? 

The schizophrenic's experiences during the disorder cannot be 
discounted and do affect his chances of improvement. Some schizo- 
phrenics have become worse because they were slighted by their 
doctors, betrayed by their relatives, or punished without just cause. 
The schizophrenic's outlook, whether clear and apathetic or con- 
fused and.agitated, also influences his chances of improvement. 
Some schizophrenics who have a clear but apathetic outlook may 
have less chance for improvement than other schizophrenics who 
are confused, emotional, and full of conflict. 


Chronic Schizophrenics and Transient Schizophrenics 


On the basis of these criteria, then, two general schizophrenic 
types emerge—the chronic and the transient. These types represent 
opposite extremes, usually are approximated in actual cases, and 
can be referred to as “ideal types." 

The Chronic Schizophrenic. Developmentally, the chronic schizo- 
phrenic is usually a seclusive, shy, somewhat sensitized person who 
accepts his seclusiveness. Whether conformistic or perverse, he tends 
to withdraw socially and to be a shut-in personality. He does not 
cultivate friends, and generally he is awkward in his relationships 
with others. Because of his lowered self-esteem and his difficulties in 
social participation, he accepts fantasy and isolated pursuits more 
readily as a refuge. Not infrequently, he is considered queer or 


* William Malamud and N. Render, “Course and Prognosis in Schizophrenia," 
The American Journal of Psychiatry, March, 1939, 95, pp. 1039-1057. 
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somehow different from other children because his personality 
difficulties are observed at an early age and become increasingly 
accentuated during adolescence and early adulthood. He has pro- 
nounced difficulties in fostering relationships with the opposite sex 
and generally tends to be retarded psychosexually. 

His disorder develops slowly and insidiously and seems to bind 
itself into his personality so that the actual onset is sometimes hard 
to detect until he has been psychotic for a definite period. More- 
over, he does not necessarily become psychotic as a result of per- 
ccptible external stress but tends to drift into his disorder. In other 
words, since the chronic schizophrenic is responding to some in- 
ternalized conflicts which he cannot resolve, he becomes disordered 
despite the relatively mild external stress which precipitates the 
disorder. 

There are many schizophrenics, however, who express agitation 
and conflict of varying intensities during the breakdown. This type, 
despite an adverse background, may improve slightly when removed 
from the conflict situation. When this conflictful onset occurs 
in a situation of great stress, this type combines features of the 
chronic and transient schizophrenic. The duration and outcome of 
his disorder then would result, of course, from his past development 
and general personality structure. When the onset has been very 
slow, or when it is accompanied by a flicker of agitation, as the 
culminating process of a seclusive, withdrawn development, the 
chronic schizophrenic tends to settle into the psychosis by intensify- 
ing his private attitudes and accepting his lowered self-esteem. 

In a study of 100 schizophrenics, Sullivan found that the onset 
Was slow and insidious in 22 cases. These 22 cases became gradually 
more and more peculiar until the disorder was recognized. Of these 
22 patients, 7 persons, or 32 per cent, improved, and of the 7 only 
? were able to attain a condition that was equal to that of the gen- 
eral population. In 78 patients the onset was acute and abrupt. Of 
these 78 patients, 48, or 61 per cent, improved markedly, and many 
in this improved group recovered.!? Thus, the person with an 
abrupt onset seems to have more favorable chances for recovery. 
Nonetheless, 30 patients with abrupt onsets did not improve. Even 
Onset to Outcome in Schizophrenia," 


Nervous and Mental Disease, pp. 110- 
1929). 
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if we consider that some may have been affected adversely after the 
disorder occurred, their personal backgrounds may also have hin- 
dered recovery. 

The chronic schizophrenics who have a maladjusted background 
and reveal an arrested development, may be divided into two types 
—those schizophrenics who have an insidious slow breakdown, and 
those schizophrenics who have an agitated, abrupt, and stormy 
breakdown. 

The following case of John Alfred illustrates the development, 
onset, and course of the disorder in a chronic schizophrenic whose 
breakdown showed some conflict but which was neither intense nor 
prolonged. 


When John, diagnosed a hebephrenic, was interviewed, he had been in 
the chronic ward of a mental hospital for seven years and was unable 
to work. Silently and limply he sat in his chair, disinterested in the others 
beside him. He was able to carry on a conversation of a simple sort, but 
he seemed indifferent and sometimes answered irrelevantly. Often he 
stopped and paused in silence. 

John’s father, who owned a 150-acre farm, was a hard-working and dili- 
gent farmer. His mother was devoted to the home and to her 7 children, 
of whom only John incurred a breakdown. John, the sixth of seven chil- 
dren, appeared quieter than the other children. His birth was normal, as 
were his first few years. Very obedient, he tried to do what he was told, but 
was very slow. Having little initiative, he waited for orders. To his parents, 
especially after the birth of his younger sister, he became more quiet, 
unemotional, and withdrawn. "He was never seen to shed a tear," as his 
parents put it. The parents favored the youngest child, a bright and 
friendly girl. 

John entered Catholic school at 7; he had difficulty adjusting because 
of his marked shyness and his dislike for his teacher. He did so poorly that 
he had to repeat the first grade, but thereafter he did well in school. When 
in the fourth grade, at the age of 10, he began doing light chores on the 
farm. Thereafter, he spent most of his time doing his homework and work- 
ing on the farm. Afraid he would fail in his studies, he devoted an unusual 
amount of time to them. Frail, tiring easily, he was not always pressed by 
his parents for help. Usually they pressed him less than his brothers. Obedi- 
ent, he was presented to others as a “good boy." 

But John felt neglected. He resented being called a "good boy." He was 
very sensitive and stayed out of the way of others because he was so easily 
offended. Whenever his brothers kidded him, he withdrew. In his teens he 
became even more drawn into himself. He was unable to defend himself 
in an argument and resorted to a passive kind of anger. He demanded very 
little for himself and usually wore his clothes to "shreds," unless his parents 
insisted that he change. 
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He made one acquaintance during his grammar-school days. He was very 
dependent upon him. The two went to ball games and visited back and 
forth. When the family moved to another farm, he was unable to cultivate 
other friends. Though not unusually bashful with girls, he seemed indif- 
ferent to them. He never had a date, never was friendly with a girl, and 
did not care to become friendly with girls. He spent a great deal of time 
reading magazines like Popular Mechanics and felt that he might become 
a great inventor. His reactions were recorded in a small diary, which he 
kept secret. Occasionally he listened to the radio, and he spent much time 
at the movies, alone. He seemed most content when he was alone, and not 
bothered by others. 

Becoming more and more seclusive, he reached a point where he could 
not concentrate. He studied harder but could not grasp what he was study- 
ing. He then would stop, completely fatigued. He began to fail in his 
studies. Keenly disappointed, he withheld the information from his par- 
ents. He did not want them to scold or despise him. At times his father 
kidded him with his being a failure. Often they contrasted him with the 
sister who excelled in school and who was so popular. He felt that he was 
a failure. 

At this time, 1942, the dra 


register. He wanted to join up like t I 
family, but his father had him deferred on the claim that he was needed 


badly on the farm. The patient seemed to agree, passively. Later, when 
asked by his father if he preferred going to the Army, he said, "Yes." He 
kept to himself even more, would not confide in the family, and remained 
in his room when the family was together or when visitors.came. Especially 
hostile to the father, he felt he wanted to "go out and see the world." 

As graduation day approached, his schoolwork fell off in some subjects. 
When asked by his parents whether he would graduate, John admitted 
that he would not. He was stung and disheartened by having to confess this 
to his parents, and they intensified his bitterness by admitting their dis- 
appointment and then ridiculing him. A few days later the patient re- 
turned home from school and demanded the car for a "trip." When his 
father asked him where he was going, he refused to say. Again the father 
asked. The patient then blurted out, "Shut up"—his first real outburst. 
Angered, the father consented that he should leave home. He volunteered 
to take him to the train, with the understanding that John thereafter would 


be “on his own.” 
Six days later he was found wan 


ft for 18-year-olds came up, but he neglected to 
he other boys and get away from his 


dering in the streets of P. , He had 


amnesia and could not remember what had happened during the past six 
days. He had traveled to P— after his father left him at the station. After 
he had taken the train to P—— he was filled with remorse at having 
Spoken so rudely to his father. He began to feel lost and depressed. In P 
he went toa cheap hotel, then thought of seeking work. Because of his draft 
age, he could not get employment at the one place he tried. Despondent, 

€ was afraid to return home. He did not know what to do with himself 
and started to walk aimlessly about the town. At this time he incurred his 
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amnesia and was wandering the streets when he was picked up by the 
police. The family was notified and he was sent to a sanitarium where he 
received electroshock treatment, improved, and returned home. 

Again he was very obedient but very withdrawn and forgetful, and he 
said that his head felt as if it were "blank." After a few months he was 
returned to the state hospital. He was hyperactive, giggled, and made man- 
neristic movements with his hands and eyes. But basically he was indiffer- 
ent, and he admitted having auditory hallucinations. Since 1943 he has 
remained in the state hospital continually, relatively out of contact with 
others and somewhat fearful of the world outside the hospital. He was able 
to converse about various matters concerning his past, but his whole de- 
meanor and manner of conversation revealed a silliness and a kind of 
apathy, although he became slightly defensive when the possibility occurred 
that his family may have been responsible for his breakdown. He has been 
given 22 electroshock and some insulin shock treatments without any 
positive effects. 


Interpretation. This person fits the chronic type of schizophrenia 
because of his personal background, onset, and the course of the 
disorder. 

His development reveals a seclusive, shy, shut-in person who was 
awkward in his relations with others, easily offended, unable to en- 
dure strain, somewhat resigned to his isolation, and more or less 
content with his fantasy and solitary pursuits. Although conformis- 
tic and rather dependent upon his family, he was also hostile and 
withdrawn from them. He had almost no friends, did not know 
how to make friends, and was disinterested in girls. His school ad- 
justment was fair until he seemingly had a breakdown when he 
failed in his courses. 

He expressed some agitation during the onset of his disorder, but 
this agitation was neither intense nor prolonged. Furthermore, it 
seemed to be the culminating point of a disorder that had probably 
occurred before and went more or less unnoticed. Yet his agitation 
was somewhat consistent with his temporary improvement. That is, 
he was able to retrieve his prepsychotic condition, but he could not 
retain it, because of his rather poor personality organization. Al- 
though he encountered a stress situation before the breakdown, 
when viewed externally it would not have been of dire distress to 
the average person. He tried to emancipate himself from the family 
but did not have the confidence, social skills, or self-reliance to do 
so successfully. Thus what ordinarily would have been a growth 
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process for the normal person became the precipitating situation of 
his disorder. 

Since his return to the hospital, his chances for improvement have 
been decidedly unfavorable. His disorder, which has persisted for 
about seven years, reveals no signs of improvement. 

The Transient Schizophrenic. Transient schizophrenia, as we 
have indicated, occurs among "fairly well adjusted" persons in 
situations of severe stress, as in combat, prison, or in the duress of 
civilian life generally. Often this type of psychosis is preceded by a 
neurosis and after some treatment, even as much as removal from 
the situation of stress, leads to improvement. The most extreme 
form which was noted in combat was so temporary that Braceland 
and Rome referred to it as “three-day schizophrenia,” a term devised 
by Halloran.!! Porter, the Malamuds, Parsons, and Menninger re- 
ported acute psychotic reactions, many of which resembled schizo- 
phrenia, among the combat participants.!? Porter has observed that 
among these soldiers recovery started almost as soon as they were 
hospitalized with no particular therapy having been administered. 
Their improvement resulted from the belief or rationalization that 
they were to be removed from the situation of danger or that they 
were to be discharged.!? 

Ina study of 67 cases of schizophrenia from Army camps, Klow 
pointed out that 13 were really transient schizophrenic types be- 
cause they were well adjusted socially and had an abrupt and con- 
flictful onset. Their disorders were of brief duration and terminated 
quickly.1« i 

Grinker and Speigel have observed that, during extreme stress in 
combat, some soldiers lost their capacity to make discriminatory 
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judgments, expressed extremely peculiar behavior, and generally 
lost self-control. They laughed uncontrollably, wept, ran about aim- 
lessly, or fell down and were unable to rise because of weakness.!* 
This type of breakdown generally occurred from severe anxiety and 
panic for which the individual could muster no effective response. 

Thus, the onset among transient schizophrenics is abrupt, agi- 
tated, stormy, and full of conflict. These schizophrenics, unable to 
resolve their conflicts, made a vigorous but random bid to reorgan- 
ize themselves and to regain their self-esteem.1° 

Among the transient schizophrenics, however, there are two pat- 
terns of development. The first shows a conformistic, striving, but 
somewhat passive personality who seems to be fairly adjusted ex- 
ternally; the second consists of acting out perverse behavior. Both 
types tend to be neurotic or highly disturbed before the schizo- 
phrenic onset. 

Conformist Type. In a study of 53 cases of transient schizophren- 
ics between the ages of 20 and 35, who were selected from about 
335 cases of schizophrenics in two state mental hospitals, the fol- 
lowing somewhat typical developmental patterns were noted:!? As 
among parents of chronic schizophrenics, the parental figures, es- 
pecially the mothers, sometimes were unstable and domineering and 
sometimes overprotective. They instilled a marked dependency into 
the children and yet incurred their hostility by suppressive tactics. 
Usually the fathers seemed to be passive, indifferent, or removed 
figures. Nonetheless, the preschizophrenic children appeared nor- 
mal to the parents and to others. They were not noticeably seclu- 
sive, queer, or unruly. Some subjects were even characterized as 
bright and happy children, and slightly mischievous. Despite their 
ability to adjust outwardly, they were unsure of themselves and had 
a low tolerance for rejection. The subjects usually had friends and 
many seemed to mingle well, although some subjects were isolated 
from others of their age because of family mobility or geographic 
distance. Moreover, the subjects seemed to adjust well in school, 
and some were exceptionally competent. But in their peer-group 

?* Roy R. Grinker and John Speigel, Men Under Stress, p. 130 (Philadelphia: 
The Blakiston Company, 1945). 


? Anton T. Boisen, “The Form and Content of Schizophrenic Thinking,” 
Psychiatry, February, 1942, 5:1, pp. 23-33. 

"S. Kirson Weinberg, “Sociological Analysis of a Schizophrenic Type,” 
American Sociological Review, October, 1950, 15:5, pp. 600-610. 


SCHIZOPHRENIA: TYPES 219 


relationships they were either passive followers or operated on the 
periphery of the group. Usually, they were unable to emancipate 
themselves from their parental and/or familial attachments, and 
their most crucial weakness resided in the sphere of heterosexual 
relationships. 

Almost all the subjects had difficulties in fostering intimate social 
relationships of a durable kind with the opposite sex. The women 
subjects, who especially had difficulties in learning courtship skills 
or in defending themselves with men, were exploited, abused, or 
jilted. In fact, some female subjects broke down as a result of a dis- 
rupted “love affair" or an unhappy marriage. The male subjects 
had similar difficulties and were also very dependent upon the fe- 
males with whom they did associate. In the exceptional instance 
of a somewhat mature love relationship, the mother opposed the 
relationship and tried to break it up. In fact, this type of experience 
directly contributed to the breakdown of two subjects. 

Since the subjects incorporated parental aspirations, they were 
conscientious and ambitious. They were able to retain jobs, but 
they lacked social facility and found it difficult to advance occupa- 
tionally. Their inability to advance occupationally was often inter- 
Preted as an intolerable personal rejection. 

Prior to the onset, 7 subjects had definite neurotic breakdowns 
in which there were high components of anxiety, "hysteria," and 
depression. The others were also definitely agitated and disturbed 
9n a neurotic level before the schizophrenic onset. Seemingly, their 
additional crises upset their life schemes and penetrated their neu- 
rotic defenses, Before and during the onset the subjects had nobody 
to whom they could confide their conflicts. This reticence, in part, 
Concerning their condition resulted from intrafamily hostility and 
Social distance, and from the death or departure ofa family member 
to whom the subject was very attached. In the agitated and often 
Panic-stricken condition which resulted at the time of the break- 
down, it was sometimes difficult to distinguish whether the person 


Was in a neurotic or a psychotic condition. 


The Case of Alma Reeves 

Alma was 23 when she broke down. In a fit of despair she tried suicide 
by swallowing bits of glass, but she vomited and lived. She then became so 
disordered that her admission into the state hospital was necessary. There 
she was diagnosed as “schizophrenia undetermined.” She was dirty, careless, 
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and disheveled in appearance and was completely out of contact with 
others. Usually she sat and stared into space as if intently preoccupied. 
She spoke continually of suicide. Once she asked whether jumping from the 
third-story window would kill her. She had the oppressive delusion that her 
father would lose his job. After four months in the hospital she recovered, 
for over five years has maintained her recovery, and with psychotherapy 
has even surpassed her prepsychotic condition. 

The youngest of three sisters, Alma disappointed the wish of her father 
for a boy. Ten years younger than her next sibling, she was truly the “baby 
of the family.” 

“But after a while, still in my early childhood, I recall that there were 
things that made me feel unhappy, and I would be unhappy without know- 
ing why. I was so dependent upon everyone because everyone seemed so 
adult to me. All through grammar school in the small town, X, New York, 
I played alone most of the time. We moved from the neighborhood in one 
part of X, and I didn't get to know the new kids who lived there. I didn't 
get experience in dealing with other kids, and this was part of my trouble 
in getting on later with the kids in school. For a while, I was with a little 
in-group of girls there, and occasionally we asked each other to parties. 

“I didn't dress as well as the other girls and that made me feel inferior. 
One blond girl, I can picture her, was always dressed so neatly and I was 
a mess. I told Mom about it, but Mom had little interest in clothes. More 
than once, she told me that she’d have been a better mother for a boy than 
for a girl. She likes the outdoors so much—to walk and to camp—as a scout 
girl or something. The other kids had families who kept up with the 
Joneses. Mine didn’t, but we were as well off as any of the other families 
because we owned property. This caused me to feel insecure and different 
from the other kids and made me have a passionate need to conform. I 
was so good and quiet, I almost never got into mischief. 

“When I was ten, the family moved from New York to Y, Iowa, where 
father got a better job. But we had all new friends to make. After two years 
in Iowa, father got in a squabble with his office manager and was given 
notice to leave. We were afraid we would be reduced to poverty. Then he 
got a job as a salesman for lower pay and this made him very unhappy. 
He was easily irritated and would go into fits of anger for no reason at all. 
There was tension in the house and I considered my family unhappy. 

“Father loves children, but when they get older he loses interest and 
sympathy for them. That's what he's done with me. He played with me a 
lot because I was the youngest, but then he changed. He wanted all us girls 
to be docile, submissive, and helpful, and he hoped that we would all get 
married when we grew up. He became more insecure because of his change 
in jobs, and he didn't give us money for clothes. Still I wasn't supposed to 
be independent. I never worked, not even on vacation. My only thought 
of becoming independent was by getting married when I grew older. 

“I used to think that getting married was an escape from home and Dad. 
The world seemed like such a terrifying place to go. Of the children, Dad 
liked my second sister Alice the best. She was cheerful, industrious, and 
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docile and made excellent grades in school. She got her degree, then got 
married and is very happy. I tried to be like her so Dad would give me some 
attention and praise me for a change. But I wasn't good in school. I tried 
hard, but I was babyish in many ways. I wanted to be in activities, but was 
always absent-minded, late, and messed things up. I wanted to be real 
important and popular, but I fouled up everything I tried. When I gradu- 
ated from high school, I was in the second half of the class, which was 
worse than my sisters. 

"When I was 15, I was keen on getting to know a man. I was on vacation 
with my family and a man ten years older than I was there. He took me on 
àn automobile ride and promised to marry me, then he forced me to have 
sex relations with him. That so terrified me that I drew into myself, and 
imagined when anyone referred to me that this was involved. And I felt 
very guilty and inferior. 

"Dad wanted me to go to a college in New York. I got in and couldn't 
get along well. Through a mix-up I got pledged late in the sorority. And 
I didn't get acquainted with the other pledges for some time. This college 
was a sad place for me. I didn't know how to get acquainted with the other 
girls, and I didn't know how to strike up and keep a conversation with the 
boys. I didn't feel the other girls liked me. I was about the only one who 
didn't go out with someone. I was really relieved when I was called home 
because Mother got sick. . "UM 

"I was frightfully unrealistic at 18. I used to have such impossible ideals 
for myself. I always wanted to be beautiful, popular, and brilliant. But I 
didn’t work to get this way. I wouldn't even try too hard because I'd fail 
anyway. I generally didn't do well in the things I tried, so I used to make 
up for it by daydreaming about these ideals. I was nervous and unhappy 
and very timid. I was afraid to try anything because I was afraid I would 
fail. I wore a worried look on my face. My doctor once told me that I was 
30 strained in my expression, I looked as if I were afraid to do anything. 
I couldn't seem to be good at anything. I tried to get dates by fixing myself 
up and trying to get more boy friends. I got asked out by some boys, but 
they wouldn’t stick and I wound up without any that I really liked. My 
family was still full of conflict, with the women lined up against my father. 

“During summer I decided to go to a different college. I went to an East- 
ern college and liked it so well that I didn’t want to come home. I made 
One girl's acquaintance and we had a very enjoyable time together. 

it didn’t go well in this college. I flunked a couple of exams. I had a 
difficult time in the sciences and changed to psychology because I did much 
better, This switch in majors helped my morale. I didn’t want to flunk out 
and go to work. Working scared me. But lots of things scared me! My 
Courses! My father and what he thought! Not getting boy friends! Other 
girls had boy friends. Going out East to this college would change every- 
thing—J had hoped. 

“In school I met some swell girls. My roommate, Jane, was easy to get 
along with and she was one of the reasons that I wanted to stay in school. 
I tried to get into some sororities, was invited to two functions, and then 
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dropped. This saddened me very much; I felt confident about getting in. 
It was about that time, I met Tom. 

“Tom was a soldier who was attending one of the Army training school 
programs, and we met at the U.S.O. He was so angry about being washed 
out of the Air Corps. He told me I was cute and kept coming to see me. 
I was very happy. Sometimes I was afraid he'd change his mind, but he 
didn't. When he left me to go back to school, I was in the depths. When 
he wrote, I was very happy. When he didn't, I was in agony. But I kept 
writing to him, asking him to write to me. 

"My confidence went up and I passed all my courses. I felt better and 
though I didn't have many dates like the other girls, it was an achievement 
for me to have a boy friend. Dad and Mom had always wanted me to get 
married since I was 16. Now I was 22 and before I met Tom I worried 
whether I ever would get married. I went back home for the summer, and 
Tom wrote he would like to meet me in Indianapolis." 

After her parents gave permission, she met him and they became en- 
gaged. 

“I wrote a letter to my parents telling them. I loved Tom, but I was 
afraid of sex, because of the experience I had before. I still was worried 
I might not be able to hold him. 

"When I returned to school, I showed the girls my ring and some were 
impressed. When they asked me when we would be married, I hoped I 
could have said a definite date for the marriage. That would have im- 
pressed them more. I kept feeling afraid he'd jilt me and with all the boys 
off to war, I thought I'd never get another chance. I knocked myself out 
to please Tom, but he didn't go out of his way to please me. Sometimes he 
acted as though he did me a favor by writing to me. 

“Things at the house began to get worse. I had gotten along well with 
the girls in the house, and felt secure with my roommate, Jane. I looked up 
to her because she had good grades and had many boy friends. Nobody ran 
after me but Tom, and I wasn't real sure of him. But I liked the engage- 
ment ring. At that time, Jane and another girl in the dormitory, Edith, 
quarreled. Everybody took sides, and I was in the middle. Edith told me 
that she could get me into a sorority if I quit speaking to Jane. Tom had 
criticized me and said I was introvertish. He said that I had to go out and 
do things. I wanted to join a sorority so very much, to keep Tom. Tom 
meant self-respect, because he proved I was worthy of love. I began to speak 
with Edith to get into the sorority. When Jane found out, she and my other 
friends stopped speaking to me. Jane said that I was a social climber and 
would do anything to climb. It was awful. The only people, my friends, 
whom I'd known well, couldn't stand me now. I couldn't sleep. I was miser- 
able. It was on my mind when I tried to study and I couldn't study. I be- 
came more than ever dependent upon Tom. Before I wrote cheerful letters 
to him. After this fight I wrote him everything—like a diary. Then I 
learned that Edith and her friends wouldn't take me into a sorority. I be- 
came so upset and I didn't know to whom to turn. 
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"The other girls and I had to move from the house. I moved in with 
new and strange girls. They were cliquish and not friendly at all. Jane and 
my other friends lived together in another house. I was very lonesome, and 
turned more to Tom. As the semester nearly ended I wanted to see him. 
I asked him if we could meet. He wrote back: ‘Darling, I think you'd be 
much happier going home.' At the beginning I was relieved because it 
wouldn't bring up the matter of sex. Then I was very, very miserable be- 
cause he didn't want to see me. Where was all his love that he threw around 
in his letters? I had feelings that he might be going with some other girl, 
and I was ready for the brush-off. But I hoped against it. Then he typed a 
short note without all the endearing pet names. I became a nervous wreck 
from it all. I was without a friend in the world. Those sex relations came to 
my mind and made me feel degraded and guilty. I thought that his love 
for me and my love for him justified these sex relations. Now I was no good. 
I couldn't keep my boy friend and my girl friends. I hated to think what 
my father would say that a definite day had not been set for the wedding. 

"I came home and my misery showed on my face. I told my mother about 
it, but not the real things that bothered me—just that Tom didn't write, 
and I didn't know what was the matter. I kept the affair with the girls and 
about sex to myself. I was very depressed. I moped during the summer. 

"In school, things didn't get better. The other girls were unfriendly to 
me. I was very lonesome, and left out that I wasn’t in a sorority. 1 felt awful 
about Tom not writing. I called him long distance and asked him why. He 
Said it was hard to say over the phone, and he would write to me. I waited 
anxiously for the letter; it came special delivery the next day. He had found 
a girl whom he cared for more than he did me. Our engagement was off. 
I burst into tears. I couldn't talk, I couldn't eat, I couldn't think. I went 
ver to the girls who used to be my friends and asked them what I should 
do. They told me to send his ring back but to keep the presents. 

"I had the feeling that I'd never get married. I was a failure and nobody 
had any use for me. I put on a brave front, but it didn't work. I cried 
nearly all the time. I was afraid to tell my parents and my father especially. 

€ had been nicer to me since I was engaged, and he liked Tom. Now he 
Would become unpleasant, nasty, and would tease me in his way that made 
me feel I would be a burden on him for the rest of my life. ge) 

"I became more nervous, depressed, and mixed up. I kept thinking I 
Wish I were dead.’ When I studied, I kept thinking, ‘I wish I were dead. 

here was a water glass in the washroom, and I looked at the water glass, 
and the thought came to me: ‘I could eat a little of that glass and be out 
9f this world where I always failed at everything.' I couldn't stand being so 
miserable, T went into the washroom, and threw the glass on the floor, and 
ate a few splinters. I began feeling panicky and I vomited. I rushed to a girl 
Seated in another room, and told her I had broken a glass. She looked at 
me disgusted and gave me a brush to clean it up. I cleaned it up, and high- 
tailed it to a doctor. He became disgusted and said that I couldn't stay in 
School. The idea of not staying in school made me feel like escaping from 
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hanging. I was so unhappy there. I packed my things, and the doctor told 
me I could become a volunteer patient in a near-by hospital. Through all 
my feelings of hating myself, I was shocked when the door shut and I 
realized that I was in a hospital for the mentally ill.” 


Interpretation. This schizophrenic breakdown had a transient 
character for the following reasons: First, the subject approximated 
the conformistic model child instead of the perverse or isolated 
child. Her isolation from other children denoted not a shut-in per- 
sonality but a situational isolation, which was brought on by family 
mobility and by deficits in social learning. During college she cul- 
tivated the companionship of other girls, although she remained 
a passive follower. She was also able to cultivate relations with the 
opposite sex despite her inadequate knowledge of courtship rela- 
tions and lack of confidence. Second, her psychotic episode was pre- 
ceded by a neurotic depression which meant that she lacked the 
requisite defenses for coping with her situation. Third, the onset of 
her disorder was abrupt and fraught with conflict, and was a result 
of perceptible stress. Fourth, her psychosis represented a desperate 
effort to reorient herself and to resolve her conflicts. It thus signifies 
a drastic attempt at social learning and personal growth. As French 
and Kasanin put it: ". . . an acute psychosis may be a transitional 
episode in the process of emancipation from an old method of ad- 
justment and ‘learning’ a new one." 18 This is fully represented by 
the emancipation of Alma from her parents after her recovery, her 
ability to adjust in the business world, and her successful marriage. 

Acting-out Perverse Type. Acting-out perverse persons may be- 
come either chronic or transient schizophrenics. That they can 
become chronic schizophrenics may not be surprising, but it is also 
evident that they can experience acute temporary breakdowns and 
recover. These developmental types are infrequent. Of 175 cases, 
Boisen found 6 boys who belonged to antisocial groups and who 
acted as "toughs." Of these 6 boys, only 1 developed an acute schizo- 
phrenic reaction.1® 

In a study of the opinions of 30 psychiatrists concerning the 

18 Thomas M. French and Joseph Kasanin, “A Psychodynamic Study of the 
Recovery of Two Schizophrenic Cases," Psychoanalytic Quarterly, January, 1941, 
X:1, p. 21; also in Contemporary Psychopathology, edited by Sylvanus S. Tomkins, 
pp. 355-870 (Cambridge, Mass.: Harvard University Press, 1947). 
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"psychotic psychopath," Cruvant and Yochelson found that the 
majority felt that the concept was valid. These psychiatrists em- 
phasized the transient character of the disorder, which in some 
instances resembled schizophrenia. This type had a background of 
acting-out, antisocial behavior and had a sudden explosive onset 
and relatively rapid improvement or recovery.?? 

Among prisoners, Paskind and Brown noted psychotic disorders 
which were similar to schizophrenia. These prisoners had defects 
of attention, hallucinations, delusions, impairments of judgment, 
dullness, apathy, lessening of volitional impulses, and a decline of 
spontaneous speech and mannerisms. These disorders differed from 
chronic schizophrenia because of constant emotional conflict, very 
rapid onset, tendency to recover, and general inability of the per- 
sons to recall the psychotic episode after recovery. Since similar 
symptoms resulted because the same dynamics were present in both 
types of disorders, they suggested such names as “shock psychoses” 
or “situation psychoses” to characterize this type of disorder. This 
type is illustrated in the following case:** 

A 35-year-old attorney and Certified Public Accountant, who had 
No nervous or mental disorder, was jailed because of charges of 
obtaining $160,000 fraudulently from clients seeking home loans. 
Since boyhood, he claimed that he had been irritable, stubborn, 
Suspicious and depressed. Soon after his arrest, he showed marked 
personality changes. He became apathetic, dull, and careless in his 
appearance. He didn’t associate with other inmates and remained 
at the same position all day. Frequently he refused to eat or to par- 
ticipate in activities. He developed hallucinations and delusions 
that men entered his room at night and tried to murder him 2.5 
"these men have lions’ bodies where women keep springing out— 
these women have knives and guns as well as hatchets.” They threat- 
ened “to chop his head off.” He claimed that at night 100 men and 
100 women visited him in jail and that he had received a little over 
two million dollars from these visitors, that 2,000 women entered 
his cell at night in groups of from two to ten, to have sex relations 
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with him because they had heard that his genitals were so large. He 
boasted of possessing fifty properties, ten checking accounts, four 
wives, and one-half million diamonds. Finally he claimed that God 
tells him to be a "good boy." 

During the examination, his attention wandered. He was com- 
pletely disoriented for time and place. He gave irrelevant responses 
to general knowledge tests. During the examination his head would 
jerk sharply to the left. He had no neurological difficulties or syphi- 
lis, but five years before admission he had diabetes, which went un- 
treated. He was sent to a Security Hospital and recovered in six 
months. Then, he worked around the hospital. One year after ad- 
mission, he was returned to jail and reexamined. He had no signs 
of disorder in mood, speech or appearance, gave a detailed coherent 
history, had no hallucinations, was perfectly oriented from general 
knowledge tests, showed superior ability, and expressed interest in 
his future. He recalled being in jail once before, but didn't re- 
member being transferred to a Security Hospital or his experiences 
there; and he could not recall his hallucinations and delusions 
during his disordered episode. 


Hypotheses of Schizophrenia 


What sociological and social psychological hypothesis best ex- 
plains the rise of schizophrenia? Although some hypotheses may fit 
the chronic schizophrenic, these hypotheses do not necessarily fit 
the transient schizophrenic. Can a hypothesis cover both of these 
types? 22 

A Sociological Hypothesis of Schizophrenia. The sociological 
hypotheses of schizophrenia concentrate primarily upon personal 
isolation and disorientation. According to one version, schizo- 
phrenia results from “any form of isolation which cuts the person 
off from intimate social relationships for an extended period of 
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time.” 23 The bizarre behavior emerges after the individual fails 
to establish intimate relationships. Although isolated behavior sets 
the necessary framework in which schizophrenia occurs, it is not 
sufficient as an explanation of the disorder. 

Although many chronic schizophrenics were shut-in, seclusive 
types, other schizophrenics were not isolated from their peer groups, 
although they may not have acquired the cultural skills and role- 
taking facilities in those areas of behavior in which their conflicts 
became most intense. In addition, some participated with intimate 
groups until the very onset of the disorder. In fact, some schizo- ' 
phrenics became more compulsively sociable before the breakdown. 
Hence, it is not the isolation itself, but the meaning and reaction 
to isolation that pertained most directly to the eventual schizo- 
phrenic breakdown. This isolation pertained especially to the dis- 
ruption of intimate contacts such as courtship and marriage. Hence, 
the feeling of isolation becomes significant only as it is reflected 
upon the preschizophrenic's self-involving, unbearable conflicts, 
and it could not be understood without these conflicts. 

In fact, schizophrenics had such unbearable conflicts that they 
regarded themselves as failures and completely lost confidence 
in their ability to manipulate their environment. Some schizo- 
phrenics who attempted suicide exemplified this effort to destroy 
a reproachful self-image. Other schizophrenics, who acted out in 
random aggression against their relatives, spouses, and against 
other persons, made futile bids for regaining their self-esteem. On 
the other hand, those schizophrenics who expressed slight agitation 
at the time of the breakdown were too overwhelmed to resist their 
lowered self-esteem. Perhaps they did not have the kind of person- 
ality organization which could resist such severe conflicts and self- 
depreciation. 

? Robert E. L. Faris, “Cultural Isolation and the Schizophrenic Personality," 
American Journal of Sociology, 1934-1935, XL, p. 456. Faris has since modified 
and amplified his version of schizophrenia so as to include the inner reactions to 
Isolation. See Robert E. L. Faris, Social Psychology, pp. 352-361 (New York: The 
Ronald Press Co., 1952). 

K Boisen has pointed out that of the causative factors in schizophrenia the 
Primary factor resides in the realm of social relationships. From their social rela- 
tionships, schizophrenics become imbued with a sense of personal failure. They 
internalize and accept this social judgment of personal failure and hence, they 
eXperience an “intolerable loss of self-respect.” Anton T. Boisen, Exploration of 
the Inner World, p. 28 (Chicago: Willet & Clark, 1936). 
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The onset of schizophrenia, which frequently may begin in social 
isolation or social estrangement, then, resides in the following uni- 
fied sequence of reactions: (1) the rejection of the self-image and the 
intense or feeble striving for self-acceptance and social acceptance, 
(2) the inability to communicate one's conflicts or the inaccessibility 
of others to whom these conflicts could be communicated, and (3) 
the recourse to withdrawal as a medium of self-defense. 

This withdrawal process is essentially a disrupted role-taking 
process in which the schizophrenic is spared the ordeal of in terpret- 
ing the evaluations of others, and thereby of evaluating himself. 
This cutting off of role taking and self-reference in the spheres of 
conflict creates the defense of disoriented behavior. But this dis- 
oriented behavior is a result of the inability to shift and to share 
the perspectives of others. Thus, the schizophrenic pays the price 
of aggravating his conflicts by disrupting or losing the essential 
capacity for communication which binds him to the group. 


Schizophrenia and Culture 


Is schizophrenia universal or is it limited to certain cultures? 
On the basis of analyses in the United States, it has been shown that 
the rates of hospitalization of schizophrenics increase as the size 
of the community increases. Also, it has been pointed out that 
within the urban community the ethnic groups which are minorities 
in certain areas have higher rates of schizophrenia than the majority 
groups in this setting. But this problem can be examined more 
thoroughly by knowing to what extent schizophrenia exists among 
nonliterate societies. From past studies it appears that three posi- 
tions concerning this problem have been taken: (1) Schizophrenia 
and other personality psychoses are very rare or do not exist among 
some nonliterate peoples. (2) Psychotic disorders, particularly 
schizophrenia, exist among those nonliterate peoples who have had 
contacts with Western cultures. (3) Schizophrenia exists among non- 
literate as well as among Western peoples. 

Robert Faris, Cooper, Devereaux, and Seligman, among others, 
maintain that schizophrenia is rare or nonexistent in homogeneous 
nonliterate societies which have had minimal contacts with W 
cultures.?5 Ellsworth Faris, as we have pointed out 


estern 
, attributes the 


* Robert E. L. Faris, "Some Observations on the Incidence of Schizophrenia 
in Primitive Society," Journal of Abnormal and Social Psychology, April-June, 
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absence of schizophrenia among the Bantu of the Congo Forest to 
their intimate relationships.9 Devereaux attributes the relative 
absence of schizophrenia among some nonliterate groups to their 
"one-answer" universe or to their consistent value system in the 
culture." This cultural consistency seemingly would preclude the 
kinds of personal disorientation that lead to schizophrenia. 

On the other hand, on the basis of M. Mead's data, Winston 


suggests that a high incidence of psychosis exists among certain 
28 Mead maintains that, because of exogamic 


nter a different clan as strangers be- 
hat some may experience a schizo- 


groups of nonliterates. 
marriages, the husbands who e 
come so involved in conflict t 
akdown. She also implies that the constitutional and 
also have a schizophrenic lapse. An 
ic type, whom Mead observed for 


phrenic bre: 
temperamental variants may 
example of a so-called schizophren 
a few days, is a 14-year-old boy.?? 

hen I saw him definitely demented, giving an 
ia praecox. He took those atti- 


at times, becoming violent and 
he had always been stupid 


He was at the time w 
external picture of catatonic dement 
tudes which were urged upon him, 
unmanageable. The relatives insisted that 
but only recently became demented. 
Patently, such an observation would not be conclusive for a diag- 
Nosis of catatonia in our culture, and it becomes increasingly dif- 
ficult to make such a diagnosis in a completely different culture. 
But it does seem that feeble-minded persons in preliterate societies 
(from this study and other studies) are the ones likely to become 


psychotic. 


Seligman, on the basi New Guinea, and Dhunji- 


s of researches in 


1934, XXIX, pp. 30-31; John Cooper, “Mental Disease Situations in Certain Cul- 
tures," Journal of Abnormal and Social Psychology, April-June, 1934, XXIX, pp. 
10-17; George Devereaux, "A Sociological Theory of Schizophrenia," Psycho- 
analytic Review, 1939, XXVL pP- 315-342; C. G. Seligman, “Temperament, Con- 
flict and Psychosis in a Stone Age Population,” British Journal of Medical 
Psychology, 1929, IX, pp. 187-202; B. F. J. Laubscher, Sex, Custom and Psycho- 
Pathology (New Yo Robert M. McBride & Company, 1938). 

? Ellsworth Faris, "Culture among the Forest Bantu,” The Nature of Human 
Nature, pp. 278-288 (New York: McGraw-Hill Book Company, Inc., 1937). : 

? George Devereaux, “A Sociological Theory of Schizophrenia," Psychoanalytic 


Review, 1939, XXVI, pp. 315-342. m : 
* Ellen Winston, “The Assumed Increase of Mental Disease,” American Jour- 

nal of Sociology, 1935, XL. . 497-440. 

Lemp reser is * From the South Seas, p. 279 


f Age in Samoa,” 


? Margaret Mead, “Coming o! 
Inc., 1939). 


(New York: William Morrow & Company, 
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bhoy, on the basis of studies in sections of India, claim that psychoses 
are manifest among those nenliterate or folk groups who have had 
persistent contact with Europeans.*? Carothers, on the basis of 
seven years' experience in a mental hospital in Kenya, Africa, found 
174 cases, of schizophrenia, of which 122 patients were Bantu. He 
` found further that 63 natives, or 41 per cent, became “detribalized.” 
These natives had left their tribes to secure employment and, upon 
their return, were unable to readjust and eventually broke down. 
He thus shows that schizophrenia can occur particularly among 
nonliterate peoples who have had contacts with Western cultures.?! 
Wulf Sachs’ Black Hamlet observes that those confined in the 
psychotics' asylum of South Africa were seemingly more prone to 


psychotic disorders when they accepted European culture. He 
says:?? 


I hear so much silly talk when these people think they are God, Jesus 
Christ or Satan. But I have not heard a single one imagine to be a 
Mwari or a Midzimu. . . . The Christian religion makes trouble in 
the native brain. 


Investigators have maintained that schizophrenia is universal for 
two reasons. One reason is that when nonliterate cultures are stud- 
ied intensively, intense personal conflicts among the members 
become apparent and that disordered and psychotic behavior may 
also become discernible. Another reason is that schizophrenia is 


considered a biological disorder and as such can occur in any cul- 
ture. 


From the first viewpoint, the emphasis is upon the manner in 
which the individual participant acquires and reshapes the culture 
to satisfy his personal needs. Presumably, the individual participant 
in even the simpleststructured culture is no automaton but an 
agent who must make discriminatory and often conflicting judg- 


? C. G. Seligman, “Temperament, Conflict and Psychosis in a Stone Age Popu- 
lation," British Journal of Medical Psychology, IX, 1929, pp. 187-202; J. E. 
Dhunjibhoy, "A Brief Résumé of the Types of Insanity Commonly Met with in 
India, with a Full Description of 'Indian Hemp Insanity' Peculiar to the Coun- 
try,” Journal of Mental Science, 76, 1930, pp. 254-64. (Dhunjibhoy maintains, too, 
that only Hindus who have been overseas or who have lived in strongly western- 
ized Indian communities develop schizophrenia.) : 

= James C. Carothers, "A Study of the Mental Derangement in Africans and 
an Attempt to Explain Its Peculiarities More Especially in Relation to the 
African Attitude to Life," Psychiatry, February, 1948, XI, pp. 47-86. 

* Wulf Sachs, Black Hamlet, p. 185 (Boston: Little, Brown & Company, 1947). 
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ments. When he becomes enmeshed in profound and sustained 
conflicts, he may become so completely upset that the bases for a 
schizophrenic disorder may arise.?? 

'The second view emphasizes the "constitutional" or innately 
temperamental variations of those who may break down. In explain- 
ing the frequency of schizophrenia in rural China, which has been 
only slightly influenced by Western culture, Kao and his associates 
maintain that the onset can only be satisfactorily explained in terms 
of the constitution of the patients. They state:?! "Although not final 
these results are compatible with the concept that the ubiquitous 
schizophrenias are deeply rooted biological disorders, and not mere 
psychogenic reactions to social or cultural conditions." 

Kardiner, Nielsen, and Thompson also maintain that schizo- 
phrenia is a constitutional disorder and would exist probably in all 
cultures.?5 There is, however, no definite and complete evidence 
to support their assertions. Even though schizophrenics are found 
in some nonliterate societies, this does not mean that their disorders 
resulted from biological predispositions only. A profound knowl- 
edge of the motivational facets of each culture would be required 


to verify this point. 

On the basis of evidence, 
those nonliterate societies W 
culture. Schizophrenics seldom appe: 
which are isolated from Western cu 
contacts prevail. Psychoses, and perhaps sc! 


? Ernest Beaglehole, “Cultural Complexity and Psychological Problems," 
Psychiatry, August, 1940, IIL, pp. 330-332. See N. J. Demerath, “Schizophrenia 
among Primitives: Present Status of Sociologic Research,” The American Journal 


of Psychiatry, 1942, 93, pp. 703-707. 
" R. S, Lyman, et al. (editors), 


Henry Vetch, 1939). F 4 r " 
“Even in the endogenous psychoses, manic depression and schizophrenia, 
5 ) 


some equivalents of which are probably universal, the content shows up the 
basic personality." Abram Kardiner et al., Psychological Frontiers of Society, p. 
431 (New York: Columbia University Press, 1945). “The disease (schizophrenia) is 
known among all races and is the most frequent functional psychosis found in 
the Negro and Oriental races. Similarly the American Indian is susceptible and 
hot even primitive peoples seem to be exempt. The writers have also seen cases 
among the Eskimo, Asiatics, Polynesians and Virgin Islands.” J. N. Nielsen and 
George N. Thompson, The Engrammes of Psychiatry, P- 210 (Springfield, I.: 
Charles C Thomas, Publisher, 1947). The authors do not indicate, however, under 
What conditions their observations were made and present no evidence for their 
assertions. 


it appears that schizophrenics exist in 
hich have had contacts with Western 
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]ture and in which intimate 
hizophrenia, may exist in 


Neuropsychiatry in China, p. 363 (Peking: 
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those nonliterate societies which are isolated from Western culture 
but in which hostile relationships prevail. Those societies where 
schizophrenia was rare either had group forms of tolerance, which 
deterred the complete breakdown of the individual members, or 
provided institutionalized outlets for disordered persons which were 
not discerned by the investigators of these societies. Also, the con- 
tent of schizophrenia in nonliterate societies differs from the con- 
tent of schizophrenia in Western societies. 


Schizophrenia and the Social Structure 


This leads to the general problem of the relationship between 
social structure in our culture and schizophrenia. Clearly, the modes 
of rearing children, the areas of anxiety, and the modes of personal 
expression vary among the social classes; hence, the development 
and expression of schizophrenia in different social strata would also 
vary. For example, schizophrenics who are in the upper socio- 
economic levels and have had few subsistence anxieties could be 
compared with schizophrenics who are in the lower socioeconomic 
levels and have had intense subsistence anxieties. 

The "Ambulatory Schizophrenic" and Culture. The "ambulatory 
schizophrenic" refers to a person who has no emotionally close re- 
lationships with other persons and who seems unable to foster such 
relationships. Presumably, he can adjust vocationally, can relate 
with others on an intellectual or on an impersonal level but seem- 
ingly cannot foster a close rapport with others on an emotional 
level. If this criterion of schizophrenia is taken as a norm of psy- 
chosis, then the pervasiveness of this personality type is apparent 
in an impersonal society and requires far more elucidation. For 
many people, some of whom are very successful, may have many 
business "contacts," casual "friends," but few, if any, intimate 
friends, and cannot cultivate such relationships. 


Summary 


The static approach to the classification of schizophrenics is in 
process of being supplanted by developmental and dynamic ap- 
proaches to a classificatory scheme. These developmental criteria 
for classifying schizophrenics consist of (1) degree of personal sta- 
bility, (2) mode of breakdown, and (8) duration of the disorder. 
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From these criteria, two broad types of schizophrenics emerge— 
the chronic and the transient. 

The chronic schizophrenic is unstable and withdrawn during 
childhood, and definitely unstable during adolescence. He drifts 
slowly into his disorder and tends to settle into his psychosis. Hence, 
his chances for improvement tend to be slight. 

The transient schizophrenic tends to be relatively more stable and 
sociable during childhood and adolescence, experiences an agitated 
and stormy breakdown, and tends to improve or recover from his 
disorder. 

Regardless of type, the schizophrenic is usually socially isolated 
or socially estranged and experiences the following sequence of re- 
actions prior to the breakdown: (1) He rejects himself but strives 
intensely or feebly for self-acceptance and social acceptance. (2) He 
is unable to communicate his conflicts or cannot find persons to 
whom he .can communicate his conflicts. (3) He resorts to with- 
drawal as a means of defense. (4) He becomes disoriented in this 
process. 

Although disagreement exists concerning the universality of 
Schizophrenia, it appears that schizophrenia is less frequent in cul- 
tures which are homogeneous and have intimate contacts than in 
cultures which are heterogeneous and have impersonal and hostile 


contacts. 
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CHAPTER ELEVEN 


Social Aspects of Manic Depression 
and Allied. States 


Manic depression and schizophrenia comprise the two large 
categories of personality psychoses. But manic depression, in con- 
trast to schizophrenia, more frequently afflicts persons over 35, some 
of whom have reached the prime of their careers. Manic depression 
seems less sensitized than schizophrenia and other forms of personal 
disorganization to broad urban processes. It is an atypical form of 
personal disorganization. It affects in somewhat similar proportions 
the rich and poor, the educated and uneducated, the married and 
single, the rural and urban. In fact, manic depression seems to hit 
many persons who are favored by wealth, rank, and ability, and 
Who are sociable, outgoing, and externally adjusted. Consequently, 
manic depression has been considered by some investigators as an 
almost inevitable hereditary disorder. But, as is quite likely, this 
disorder may result from more subtle and not easily discernible 
Social influences. In contrast to chronic schizophrenia, manic de- 
Pression usually responds favorably to treatment. Manic depression 
Usually is a very recurrent disorder. Manic depressives, especially 
depressives, frequently try to commit suicide. Although not so per- 
Vasive or pressing a social problem as schizophrenia, manic depres- 
510n remains a more puzzling personality problem. 

In this chapter our purpose is to describe manic depression as a 
Category of behavior, to differentiate between manic depression and 
Schizophrenia, to discuss the developmental processes and the pre- 
Cipitating experiences among manic depressives, and to indicate the 
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effects of divergent cultural influences upon this category of dis- 
orders. 


What Is Manic Depression? 


Manic depression, in its most restricted sense, is a disorder of 
mood and selfhood without evident organic pathology. It includes 
manic, depressive, and circular subtypes, among other variations.! 
Apparently, most persons afflicted with the manic-depressive dis- 
order experience only the manic or depressive reaction and not 
both reactions. As we have pointed out, in a study of 208 cases 
Rennie found that less than 25 per cent of the cases had both manic 
and depressive reactions, although 80 per cent of the cases had one 
or more recurrences of their disorders.? 

Allied to manic depression are other types of depression such as 
involutional melancholia, which resembles an agitated depression, 
schizophrenia with depressive features, and the neurotic depres- 
sions. Sometimes these depressed conditions are included with 
manic depression. 

Manic Behavior. Manic behavior is a flight from conflict into 
hyperactivity, exaggerated enthusiasm, intensified but compulsive 
sociability, and open display of formerly inhibited feelings. Despite 
apparent buoyancy, the manic runs away from himself, and under- 
neath his apparent elation he usually is depressed and uneasy. One 
manic described his behavior as follows: “When I am still, I feel 
badly. I have to keep going, to get excited about something in order 
to feel good." 

The manic is preoccupied with intensified activity toward ever- 
changing goals. His flights into activity are means of evading reflec- 
tion and self-reference. Hence, he is distractible and is not readily 
amenable to self-control and to social control. His compulsive, out- 
going overactivity disrupts the role-taking process because he be- 


2The other classified subtypes include agitated depression, perplexed, manic 
stupor, and unclassified. 

?'Thomas A. C. Rennie, “Prognosis in Manic-Depressive Psychosis," The 
American Journal of Psychiatry, May, 1942, 98:6, pp. 801-814. 

?See Adolph Meyer, The Commonsense Psychiatry of Adolph Meyer, edited by 
Alfred Lief, pp. 147, 164, 165. (New York: McGraw-Hill Book Company, Inc. 
1948); also Harry Stack Sullivan, Conceptions of Modern Psychiatry, pp. 50, 51 
(Washington, D.C.: The William Alanson White Psychiatric Foundation, 1945). 
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comes less capable of logical reflection and of sharing the attitudes 
of others. Unable to tolerate interference with his plans and activ- 
ities, he ruthlessly brushes it aside. 

The manic reaction varies in intensity and includes mild mania, 
acute mania, and intense delirious hypermania. These states reveal 
the degree of overactivity and the intensity of the disordered state. 
Also, many manics seem to be vindictively hostile, with underlying 
paranoid features. Few manics seem to be elated and without any 
discernible hostility. 

The hostile and agitated manic can become intensely destruc- 
tive.t The few manics who do not express hostility seem generous 
and enthusiastic. One intelligent and fluent manic described his 
exhilarated condition as one in which he had an abnormal desire 
for beginning enterprises and for accomplishing things. He had an 
unusual feeling of adequacy, and, despite various side schemes and 
ambitions, he had an intense desire for intellectual activity and or- 


ganization, which became wearying because of his simultaneous 


restlessness and powerful mental delirium. He compared his sheer 


good feeling to an ordered person who is deeply in love. He felt 
So intensely kind and generous toward other people that it embar- 
rassed him.5 

In most instances the manic re 
the person improves. Rennie found tha 
proved, but recurrences usually follow, a 


Permanently disordered. 
Depressive Behavior. Depressive behavior is characterized by self- 


reproach, dejection, and psychomotor retardation. The depressive 
feels worthless, inadequate, guilt-ridden, and self-depreciative. He 
does not have the confidence or resolve to engage in any new task 
and is overcome by his stark hopelessness and self-reproach. One 
typical depressive stated: “I am hopelessly bad, wicked, forever and 
ever. I do not deserve to live. I should be destroyed, for once and 
always.” With this preoccupied state of self-reproach, the psychotic 


action tends to spend itself, and 
t 93 per cent of manics im- 
Ithough few manics remain 


aranoid content. Thomas A. C. Rennie, 


'Rennie found 8 ics had 
manics hac s " 
p ' The American Journal of Psychiatry, 


Prognosis in Manic-Depressive Psychosis,’ 
May, 1942, 98:6, pp. 801-814. , 
See James T. MacCurdy, The Psychology of Emotion, pp. 


York: Harcourt, Brace and Company, Inc., 1925). 
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depressive usually tries to commit suicide. In fact, psychotic de- 
pressives are all potential suicides. 

The psychotic depressive whose thinking, activity, and feeling 
have slowed down considerably feels an inner emptiness and lack of 
purpose. Sometimes his selfreproach is so intense that he cannot 
talk or eat, is insomniac, and cannot care for himself. He differs 
from the oriented neurotic depressive, who usually can care for 
himself, and from the depressive schizophrenic, whose depression is 
not so intense and is one symptom among other symptoms. 

According to one author, the depressive schizophrenic has tran- 
sient self-reproaches and relatively slight motor retardation." The 
depressive manic-depressive person continually depreciates himself 
and has marked motor retardation. The schizophrenic, in the early 
stages, may have some insight into his condition. The true depres- 
sive cannot introspect enough to complain of his depression and 
merely echoes his worthlessness or sinfulness. The schizophrenic 
depressive has other symptoms which may accompany the depres- 
sion, nearly always expresses hostility and paranoidal ideas to others 
as well as to himself, and frequently hallucinates. The depressive 
seldom expresses paranoidal ideas and seldom hallucinates. The 
depressive schizophrenic may have experienced anxiety and other 
neurotic and psychotic features. The depressive has the essential 
expression of continual and marked self-reproach and may or may 
not have other symptoms. 

Despite the differences between the types, depressives who incline 
to schizophrenia are frequently diagnosed as manic depressives. 
Moreover, the dynamic processes of depression are common to all 
these types despite their personality variations, insofar as it involves 
self-reproach and self-condemnation. Consequently, the prepsy- 
chotic background will include depressives who are regarded by 
some investigators as depressive schizophrenics. 

Depressives do not recover as frequently as do manics. Lundquist 
found that 172, or 79.6 per cent, of 216 depressives recovered, but 
95, or 92.2 per cent, of 102 manics recovered. But depressives are 


°See R. E. Fairbank, "Suicide," Journal of the American Medical Association, 
1932, 98, pp. 1711-1714; G. K. Jamieson, "Suicide and Mental Disease," Archives 
of Neurology and Psychiatry, 1936, 36, pp. 1-12; J. H. Wall, “The Psychological 
Problem of Suicide,” The American Journal of Psychiatry, 1944, 101. 

*See Rankine Good, “Depression,” British Journal ‘of Medical Psychology, 
December, 1946, 20:4, pp. 355-356. 
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less prone than manics to have recurrences. For example, Lundquist 
found that about 66 per cent of 216 depressives had no recurrent 
disorders.§ 

Circular Behavior: Manic and Depressive. The circular type of 
mood swing from manic to depressive and back again may or may 
not have an intervening normal state. This circular mood condition 
reveals certain dual thought processes and unintegrated personality 
perspectives.? For example, an individual who had these recurrent 
attacks believed he had died and, during the manic state, felt that 
he was an angel in heaven. He was jolly, mixed with others, and 
experienced a pressure of activity for doing things for others. When 


he was depressive he felt that he was unworthy of being in heaven, 


Shrunk to one corner, and would not talk to anybody for fear they 


would discover him. 

Some investigators maintai 
from mania to depression occ 
pendent of outside events an! 
In one instance a man, aged 55, 
twenty years with calendarlike regularity.? He would become ma- 
nic about October, and become increasingly active until Febru- 
ary or March, at which time he became depressed in a few days. 
His depression would last for about three or four months and then 
he would experience a period of conventional behavior for about 


two months. 
But this periodic kind of reac 


n that sometimes this rhythmic change 
urs with a periodicity that seems inde- 
d results from physiological changes. 
had these alternating moods for 


tion may be influenced by recurring 


conflicts which are subconscious and are not easily observable or 
€ven understood by the subject. Generally, persons with circular 
disorders do not recover as quickly or for the lengths of time that 


manics or depressives do. 


Manic Depression and Schizophrenia 
om schizophrenia? By com- 


How does manic depression differ fr 
schizophrenic and of manic 


paring the extreme cases of the chronic 


depressives, these differences become clear. 
"Gunnar Lundquist, "Prognosis and Course in Manic-Depressive Psychosis,” 
Acta Psychiatrica et Neurologica, Supplement No. 35 (Copenhagen: Einar Munks- 


Baard, 1945). 
° See, for example, Samuel J. Beck, Rorschach 
ec ae Grune & Stratton, Inc., 1945). 


Pictures, pp. 350-361 (New York: A 
J. M. Nielsen znd George N. ‘Thompson, The Engrammes of Psychiatry, p. 
254" (Springfield, IIl: Charles C Thomas, Publisher, 1947). 
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The schizophrenic is a seclusive and shy person. The manic de- 
pressive is a sociable person and likes people. The schizophrenic's 
emotional reactions are perverse or blunted. The manic depressive's 
reactions are exaggerated in terms of seeming elation or of actual 
depression. Within his emotional state the manic depressive tends 
to be oriented. The manic has accelerated thought processes; the 
depressive has retarded thought processes. The schizophrenic tends 
to become highly disoriented. The schizophrenic usually expresses 
his uncontrolled wishes by fantasy, hallucinations, and delusions, 
and has a weak hold on social reality. The manic usually expresses 
his uncontrolled wishes by action and sociability; the depressive by 
self-reproach. The manic depressive has a stronger hold on social 
reality than does the schizophrenic. The manic depressive has 
greater skills in role taking and seemingly a greater capacity for 
empathizing with other persons and thereby sharing their perspec- 
tives, which accounts for his stronger hold on social reality. Another 
fact is that the manic depressive, especially the manic, tends to have 
recurrent disorders which a schizophrenic does not experience. That 
is, a manic may be severely disturbed for a brief period and even 
behave like a schizophrenic; then he may suddenly improve for a 
short time and have another recurrence. This cycle may be con- 
tinued indefinitely. 

Since these general differences obtain only for extreme cases, it 
must be stressed that some transient schizophrenics are hard to 
differentiate from manic depressives. This writer has seen many 
cases of manic depression, especially of the depressed type, who were 
strikingly similar to transient schizophrenics in personality devel- 
opment, in mode of onset, and in reactions during onset. In addi- 
tion, some persons who are first diagnosed as manic depressive later 
turn out, after the disorder has begun to settle, to be schizophrenic, 
whether undetermined, catatonic, or paranoid.!! For instance, one 
person was successively diagnosed as obsessive neurosis, depression, 
manic depression, schizophrenia, and catatonic schizophrenia. In 
one sample of 5,779 subjects, 415 who were eventually diagnosed 
as schizophrenic had been diagnosed as manic depressives for the 


? See Alfred H. Stanton and Morris S. Schwartz, “Observations on Dissociation 
as Social Participation,” Psychiatry, November, 1949, 19:4, pp. 840-842. They 


describe some difficulties in diagnosing some patients as manic depressive or 
schizophrenic. 
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first five years.12 As we have pointed out, whether these types are 
depressed schizophrenics or depressed manic depressives is still in a 
stage of controversy that has not been settled. 

Some seeming manic depressives do change and deteriorate into 
an unmistakable schizophrenia. For example, a 45-year-old married 
woman, a tailor by occupation, was diagnosed as an undifferentiated 
depressive. From her history she had had a depression when she was 
14 years old and attempted suicide, and she was afflicted again at 
the age of 43 during her menopause. She also felt that people were 
talking about her, heard voices, smelled disagreeable odors, was 
self-accusatory, and had ideas of being persecuted. She also at- 
tempted suicide by hanging. After twenty months in the hospital, 
where she was diagnosed as having involutional melancholia, she 
improved and was discharged. At the age of 54 she was readmitted, 
was diagnosed as hebephrenic, and remained in the hospital until 
her death at the age of 61. Toward the latter part of her hospital 
stay she was indifferent, negativistic, hallucinated continually, had 
memory defects, and was paranoid. Her behavior alternated be- 
tween a state resembling an ordered condition and silly manner- 
istic episodes.1? , i 

From 1936 to 1946, the percentage of manic depressives admitted 
to state mental hospitals declined from 14.0 to 10.0 per cent of the 
total admissions. This decline may have resulted in part from the 
increase of other disorders—especially psychoses of old age—and 
in part from the changed criteria of manic depression and schizo- 
phrenia. Some psychotics who were formerly diagnosed as manic 
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depressives are now diagnosed as schizophrenics. 
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been a consistent tendency to place most of the doubtfully diagnosed psychotic 
cases in the manic-depressive instead of in the schizophrenic category. Sce Ernest 
R. Mowrer, Disorganization: Personal and Social, p. 442 (Philadelphia: J. B. 
Lippincott Company, 1942). The tendency to which Mowrer refers has not been 
true in other state mental hospitals. Hoch and Rachlin found that in the Man- 
hattan State Mental Hospital the manic depressives comprised 15.7 per cent of 


the total admissions in 1928 and 3.1 per cent of the total admissions in 1938. 


Schizophrenic admissions went down slightly for these years, from 19.6 to 12.5 


per cent of the total admissions. The authors found this tendency to obtain for 
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Development of Manic Depression 


We have pointed out that manic depression is an atypical form 
of personal disorganization because many manic depressives in the 
prepsychotic condition are adjusted in their jobs and in their gen- 
eral social relations; their conflicts are covert and not easily observ- 
able. On the other hand, some manic depressives are maladjusted 
and reveal personality difficulties which are frequently evident 
among schizophrenics. The important end to be observed is what 
precedes the mood disorder as it affects self-esteem and motivation. 

With this end in view, the family background, personality con- 
figurations, and the personality processes among adult manic and 
depressive behaviors will be described. Although an inherent pre- 
disposition to manic depression is evident, the social relationships 
and personal reactions leading to these conditions become crucial, 
because the predisposition itself does not necessarily make the dis- 
order inevitable. Nonetheless, the hereditary predisposition may 
possibly contribute to the intensity of the manic or depressive re- 
action. 

The Family. There are no decisive external indications of family 
disorganization during the childhood of manic depressives. Malz- 
berg, Pollock, and Fuller found that 78.1 per cent of 155 manic 
depressives came from families in which the parents were living 
together, and that 72.4 per cent of 154 manic-depressive subjects 
experienced no family dissension during childhood.15 Of 145 sub- 
jects, 131 were affectionate and 14 were antagonistic to the father, 
and 139 were affectionate and 6 were antagonistic to the mother. 
Of 155 manic depressives, 111 did not experience any major family 
crises during childhood. 

Nonetheless, the types of family organization and disrupted fam- 
ily relationships which contribute to schizophrenia and which may 
also contribute to manic depression, such as birth order, parent- 
child relationships, and the ingrown family, are expressed in more 
New York State generally as well as for California. They attribute the decline of 
manic depression to “a change in viewpoint in evaluating the clinical picture." 


See Paul Hoch and H. L. Rachlin, “An Evaluation of Manic-Depressive Psychosis 
in the Light of Follow-Up Studies," The American Journal of Psychiatry, Janu- 
ary, 1941, 97:4, pp. 833, 834. 

* Benjamin Malzberg, Horatio Pollock, and Raymond Fuller, Hereditary and 
Environmental Factors in the Causation of Manic-Depressive Psychosis and 
Dementia Praecox, pp. 185-186 (Utica, N.Y.: State Hospitals Press, 1939). 
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subtle ways. But no single external family process, at least, obtains 
for all manic depressives. 

Parent-Child Relationships. Instability is evident among some 
but not among other parents of manic depressives. In a study of 
100 manic depressives—63 women and 37 men—Bonner found that 
in 30 cases there was strong hereditary influence and in 20 cases 
mild hereditary influence. In 44 cases hereditary causes were nega- 
tive and in 6 cases unknown.!? In a study of 40 depressive subjects, 
Anthonisen found that 10 parents were definitely depressive, that 
17 other parents were nervous, high-strung, intolerant, domineer- 
ing, or easily hurt, and that the parental condition of the other 
18 subjects was not clear.17 Pollock, Malzberg, and Fuller found 
that the social relationships of the majority of parents were con- 
fined to the immediate family, relatives, friends, and neighbors, and 
that relatively few—30 fathers and 2 mothers out of 155 fathers and 
155 mothers—belonged to formal social organizations.1® Whether 
this characteristic reflects the mode of social life in mid-New York 
State, where this survey was taken, or whether it is peculiar 
to manic-depressive families cannot be inferred from this study. 


Smalldon found that of 68 manic depressives 30 had strong family 


attachments, 35 had slight family attachments, and 3 had no family 


attachments.1? 


But on a more subtle emotional level the parents and children 


had ambivalent attitudes and relationships. By identifying with 


the parents, the children internalized the ambivalent viewpoints of 
the parents toward themselves. Thus, the premanic-depressive chil- 
dren acquired self-regarding conceptions of aggression and of in- 


tense guilt. . 
Some subjects had many parental figures who shared responsi- 


bility for them during infancy and childhood, but these subjects 
could not relate intimately and meaningfully with any single adult. 


i ive Agents in Manic-De- 
? Clarence A. Bonner, "Psychogenic Factors as Causative Agent: 
pressive Peychoses," Manic Depression: Association. for Research in Nervous and 
Mental Disease (Baltimore: The Williams & Wilkins ‘Company, 1931). on 
* Niels L. Anthonisen "Depression as a Part of Life Exper ience, Journa of 
the American Medical Association, July-December, 1935, 105, pp. 1249-1251. 
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The adults did not seem interested in the subjects for themselves. 
Frequently, the adults imposed burdens upon the subjects and held 
them responsible for these burdens. Although the subjects assumed 
the desired responsibility, they resented parental impositions. Feel- 
ing guilty over their hate for their parents, the subjects became 
intensely ambivalent to their parents and to themselves. Insofar as 
they were intimately bound to their parents, they internalized pa- 
rental values and thus remained oriented. But they found it dif- 
ficult to accept criticism or ridicule because their self-esteem was 
weak. Often, their behavior was impeded by their difficulty in man- 
aging their hostilities to their parents. Seemingly, they internalized 
these hostilities toward themselves. 

Birth Order and Social Position in the Family. Birth order 
and manic depression are unrelated, but the more subtle aspects 
of sibling rivalry may contribute to the emotional vulnerability 
of manic depressives. That is, there is no significant difference 
among the proportions of first-born, middle-born and last-born 
children who are manic depressive, but the abrupt displacement of 
one sibling by another may contribute to emotional instability. 
Berman, in a study of birth order among 100 manic-depressive cases 
in the St. Lawrence State Hospital, found that 48 cases were first- 
born, 15 second, 10 each were third and fourth, and 17 were fifth 
or later. Since 10 of his subjects were only children, the first-born 
children in families with two or more children comprised 42.2 
per cent of the total cases.2° Yet these conclusions obtain for this 
sample only and are not decisive. Pollock, Malzberg, and Fuller 
found, in a study of 155 cases, that 39.7 per cent were first-born and 
29.7 per cent were second-born in the family.? In a more definitive 
study, Malzberg found no relationship between birth order and 
manic depression. Katz arrived at a similar conclusion.?? 

Yet the spacing of children and the displacement of one child 
by another possibly may have some indirect effect upon personal 


? Harold H. Berman, "Order of Birth in Manic-De| 
chiatric Quarterly, January, 1933, 19:1, pp. 430—435. 

? Horatio M. Pollock, Benjamin Malzberg, and Raymond G. Fuller, Hereditary 
and Environmental Factors in the Causation of Manic-Depressive Psychosis and 
Dementia Praecox, p. 48 (Utica, N State Hospitals Press, 1939). d 

=See Benjamin Malzberg, “Is Birth Order Related to Incidence of Mental 
Disease," American Journal of Physical Anthropology, 1937, 24:1, pp. 91-104; 
Siegfried E. Katz, “The Family Constellation as a Predisposing Factor in Psychosis, 
Psychiatric Quarterly, January, 1934, 8:1, pp. 121-128. 
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stability or instability and may adversely influence a person with a 
manic-depressive predisposition. It is not known whether the child 
who is followed very soon by another sibling who replaces him in 
the affection of the: parents is more prone to manic depression than 
the one who has been the center of attention for a relatively longer 
time. The pattern of sibling relationships is such that the manic 
depressive, as the displaced sibling, becomes hostile to the other 
person, but in order to get parental favor identifies with the sibling 
or tries to be like him. This dependent identification with the other 
sibling, however, is mingled with repressed hostility. Or he may 
drive himself in order to regain this parental affection. This con- 
stellation of sibling relationships does not pertain to manic depres- 
sion only but also to a general instability. It may, in some instances, 
intensify the instability of a person who is already predisposed to 
manic depression because of hereditary and parental influences. 
Childhood and Adolescence. In general, manic depressives are 
usually more sociable, more adjusted, and better oriented than 
Schizophrenics. Of the three subtypes, the manics tend to be the 
most outgoing and sociable, the depressives the least sociable, and 
the circular types are intermediate between these two categories. 
In a comparative study of 73 manic depressives, 125 schizo- 
phrenics, and 96 women social.workers who were used as normals, 
Bowman found that the manic depressives had the same percentage 
of model children as the schizophrenics, but they had more friends, 
were more likely to be leaders, participated more readily in recrea- 
tive activities, were more sympathetic, more ambitious and ener- 
getic, and daydreamed less than schizophrenics.” j 
Titley found that agitated depressives were model children— 
earnest, overconscientious, stubborn, meticulous, anxiety-ridden, 
diligent, and often unvaryingly honest.2! Frequently, they expected 
a lot from themselves and blamed themselves rather than their en- 
vironments or blamed both. On the other hand, Anthonisen found 
that, of 40 depressives, 31 had difficulties in socializing and were shy, 
awkward, and sensitive. Some had practically no associates outside 
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of the family circle and other subjects; although others were good 
mixers, they felt lonely, urfpopular, and very dependent upon favor- , 
able circumstances.?* 

Pollock, Malzberg, and Fuller found that, out of 58 males, 54 
were normal in their childhood and only 4 were seclusive. Of 94 
females, 81 participated in normal play activities, but the other 
13 were either seclusive or could not play at all because they had 
to work. During adolescence, 33 out of 59 males were good social 
mixers with both sexes; 10 associated with boys only, and 16 were 
poor mixers. By contrast, they found that of 91 male schizophrenics, 
34 were good mixers, with both sexes, 27 associated with boys only, 
and 30 were poor mixers. Of 94 female manic depressives, 67 were 
good mixers with both sexes, 8 associated with girls only, and 19 
were poor mixers. By contrast, they found that, of 80 female schizo- 
phrenics, 37 were good mixers with both sexes, 1 associated with 
boys only, 6 associated with girls only, and 36 were poor mixers.26 
From this study more premanic depressives participated in normal 
play activities and were sociable than was true of schizophrenics. 
On the other hand, some preschizophrenics were more sociable than 
some premanic depressives. 

Smalldon found that, of 75 manic depressives, 41 had many 
friends, 31 had few friends, and 3 had no friends. Forty-seven manic 
depressives were open and frank in their relationships with people 
and 28 were reserved and reticent; 40 were demonstrative, and 22 
were stolid in their relationships. Thus, it is difficult to tell from 
external sociability whether the person will become manic-depres- 
sive or not. The simple fact is that many persons who become 
manic-depressive, especially depressive, are not sociable and out- 
going. These external indications can be better understood, how- 
ever, when the person’s self-regarding attitudes and reactions to his 
relationships are understood. 

For example, one prevalent developmental sequence among 
depressives is their somewhat socially isolated and emotionally 


dependent childhood and early adolescence. During adolescence 


* Niels L. Anthonisen, “Depression as a Part of Life Experience,” Journal of 
the American Medical Association, July-December, 1935, 105, pp. 1249-1251. 

? Horatio Pollock, Benjamin Malzberg, and Raymond G. Fuller, Hereditary and 
Environmental Factors in the Causation of Manic-Depressive Psychosis and 
Dementia Praecox, pp. 192-194 (Utica, N.Y.: State Hospitals Press, 1939). 


SOCIAL ASPECTS OF MANIC DEPRESSION 247 


they apparently "grow out" of this condition and start to partici- 
pate successfully. They then become socially outgoing and appear 
' rather stable. Their sociability obscures but does not eliminate their 
emotional vulnerability and dependent attitudes. Thus, a highly 
critical experience with an intimate person, especially a parent, can 
upset them completely. This is illustrated in the following case:?* 


The subject was one of two children, who had always been devoted to his 
s afflicted with a succession of illnesses which 


family. When young, he wa 
ys nursed by his mother. When he 


kept him close to home, and was alwa 
attended preparatory school he was homesick, had no friends, and felt 
lonely and unhappy. The school felt like prison to him; and he looked 
forward to his vacations as a happy release. Since his mother's marital life 
was unhappy she devoted a lot of time to him. He recognized his mother's 
marital difficulties and felt deeply bound to her, but this did not detract 
from his affection and admiration for his father. Since he had been with 
adults so much of the time, he was hindered in his relationships with his 
peers and felt himself a “sissy” when he was with other boys; he felt more 
comfortable with adults. 

The summer before he was to enter college, his mother left his father and 
went to England. This disillusioned him and intensified his attachment to 
his father and sister, which was a substitute for his attachment to his 
mother. He admired his father and wanted to be successful like him. But 
he became alienated from his father when the father remarried. Both he 
and his sister resented the remarriage and he opposed it bitterly and would 
not be reconciled to his father and his new stepmother. 

When he knew he was going to college, he resolved to be accepted by the 
right "crowd" and to be successful. During his first year he realized his 
resolution. He was socially active; his friends were among the outstanding 
students; he was a member of a prominent fraternity and he was well 
known on the campus. He appeared as an out-going, happy-go-lucky person 
who seemed to enjoy his college life. Although upset by his mother's depar- 
ture, he became completely overcome by his father's remarriage. He felt 
that he no longer wished to be successful because he no longer identified 
With and admired his father. In fact, he considered himself worthless. He 
remarked that he had felt inferior for a long time, that he felt inferior 
When he was a child and in preparatory school. His social acceptance and 
prominence at Yale had obscured but had not done away with his feelings 
of inferiority and of dependency. MP x 

He had gastro-intestinal symptoms, vomited, was slow in his movements, 
tearful, upset and depressed. He became fearful and nervous, felt. every- 
thing was hopeless, wanted to die and thought he was becoming insane. 
Discouraged and no longer ambitious, he became distressed by the thought 

* Adapted from Clements C. Fry. Mental Health in College, pp. 323-325 (New 
York: Commonwealth Fund, 1942). For a somewhat similar case, see Marianne 
Weber, Max Weber: Ein Lebensbild (Tubingen, 1926). 
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of work. He wanted to return home and hoped then that things would be 
all right. He remained depressed for a few months, received intensive 
therapy, and remained out of school for one year, then returned to com- 
plete his work. 

Prepsychotic Personality Types among Manic Depressives. The 
prepsychotic personalities of manics, depressives, and circular types 
differ and can be characterized as follows:28 

The premanic is talkative, overactive, energetic, and has. fits of 
overactivity at the start of certain enterprises, but he tends to dis- 
perse his interests and cannot devote enough time to any single 
interest. He is matter-of-fact about his duties and sometimes can 
get things done. He is sociable, friendly, cheerful, and optimistic, 
but also is inclined to be stubborn, is somewhat self-centered, and 
is determined to have his own way. Light-hearted and optimistic, 
he tends to inspire confidence in others and as a result can become 
a leader. On the other hand, the premanic is frequently sensitive 
and faultfinding. Frank and at ease with people, he tends to be 
adjusted in his heterosexual relationships, although he does experi- 
ence marital difficulties. In some instances the premanic becomes 
very interested in projects which he starts but cannot finish. Losing 
interest, he abandons the project and in time starts new projects 
only to abandon them also. His enthusiastic interest and subsequent 
disinterest continues until his breakdown. In some instances the 
predepressive follows this pattern. 

The predepressive may be introverted or extroverted, but he is 
quieter, less energetic, less active, and has narrower but more in- 
tense interests than the premanic. Very conscientious, which is one 
of his outstanding characteristics, he is less practical, less matter-of- 
fact, and more visionary than the premanic. Less demonstrative 
in his affections than the premanic, he is also more shy and depend- 
ent in his social relations, has fewer friends, and has deeper feelings 
of inferiority. Since he is emotionally dependent and pessimistic, 
he is also less inclined to become a leader than is the premanic. 

The circular type is inclined to periods of overactivity and in- 
activity, is less cheerful and lighthearted than the premanic, but 
is not so worrisome as the depressive. He is less facile in making 


*See John L. Smalldon, “Prepsychotic Personality of Manic Depressive Dis- 
orders,” Psychiatric Quarterly, January, 1934, 8:1, pp. 144-146. 
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friends than is the premanic, but is more so than the depressive. He 
is more adjusted heterosexually and less inclined to be visionary 
than is the depressive. In brief, his personality is somewhat inter- 
mediate between the two other types. 

Good, who has differentiated between the manic depressive, de- 
pressive, and schizophrenic depressive, describes an extreme type 
of manic-depressive depressive. He is characterized by an oppres- 
Sive overconscientiousness and is sell-punitive and very devoted 
to humdrum, restricting duties. Self-denying and self-sacrificing, he 
can endure without complaint circumstances against which the 
ordinary person would immediately protest. He tends to take the 
blame for his mistakes and anticipates detection and punishment 
for his errors. Ready to help the underdog, he defends the failings 
and shortcomings of other people. He does not boast, sometimes 
even depreciates himself. Very honest, he cannot tell a white lie in 
a convincing manner and is preoccupied with the gloomier and 
pessimistic aspects of life. Continually aware of how other persons 
feel, he is keenly sensitive about not hurting other people, and his 
aggressions are in defense of other people. He cannot genuinely 
enjoy himself, but he is not a supine person because he may espouse 
and fight very hard for causes—even lost causes. 

'The manic depressive usually does not relinquish his interest 
in and capacity for social relationships. Usually he tends to have 
friends and to retain his social interests, and he has a relatively 
Strong hold on social reality. Despite his sociability, he is acutely 
Self-conscious because of his inner demands upon himself. Sensitive 
and emotionally dependent in his intimate relationships, he is very 
vulnerable to rejection and disappointment, and as a result of 
these crises, when depressive he turns his aggressions against him- 
Self, but when manic he flees from his self-reproach. The following 


case of John illustrates the development of a depressive.®° 


Case of John 
John was 27 when he developed a pronounced depression and expressed 


® Rankine Good, “Depression,” British Journal of Medical Psychology, Decem- 
ber, 1946, 20:4, pp. 343-367. "— , 

i ? Adapted from Leland E. Hinsie, "Successful Socialization and Compensation 
in Manic-Depressive Psychoses,” Manic-Depressive Psychoses, pp. 141-160 (Balti- 
More: The Williams & Wilkins Company, 1931). 
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a desire for suicide. He was hospitalized, and he improved and later mar- 
ried and has maintained a good adjustment. The relevant points of his 
family relationships and personality development include the following: 

When John was three his mother died. His father, a docile, passive indi- 
vidual, was a steady worker who provided moderately well for the family. 
The father remarried a woman who had been reared and chafed under a 
forbidding and disciplinary mother. She had been married before, not so 
much because she loved her husband as because she hated her own mother. 
She found little satisfaction from her first marriage and after a son was 
born she was divorced. Later she married John’s father. John competed 
with his stepbrother for his stepmother's affection and won out. His step- 
brother was entrusted to à grandmother's care. 

John's relationship with his stepmother was mingled with love and hate. 
The stepmother admitted that she couldn't get the love from her own son 
that she received from John, who often appeared to her like a sentimental, 
sensitive little girl. She liked him very much even though he looked ‘so 
sissy-like.” Her interest in him made life fuller for her. Although able 
to develop emotionally, John's identification was primarily with strong 
women. He developed a strong attachment for a teacher who in his estima- 
tion was like a mother to him, and he felt like a son to her. He even failed 
a grade to remain in her classes longer. 

When John was eight years old his stepmother gave birth to a girl. His 
sister's arrival definitely changed John. Perhaps he feared that the’ half- 
sister would displace him in the favors of his stepmother. But instead of 
resenting his sister, he identified with her so completely that he ignored 
others in the family and lavished attention upon her. In time both John 
and his stepmother were competing for the attention of his sister. Since the 
sister developed normally during adolescence, she wanted to go out with 
boys. She encouraged John to adjust without her and to go with girls. De- 
spite John's objections she went with boys and eventually announced her 
love for a man. Since John had concentrated his social relationships upon 
his sister and mother, he had few girl friends. He was generally suspicious 
of girls because the stepmother warned him that girls were prostitutes who 
would infect him and deprive him of his manhood. 

After his sister’s announcement of her engagement he began keeping 
company with a girl. His stepmother, however, reacted adversely to his 
relationship with the girl. She became highly disturbed and showed para- 
noid tendencies. John, on the other hand, also began to be suspicious of 
the girl and began accusing her of being unfaithful to him. He had tried 
to keep sex out of the affair with her but was unsuccessful. When the two 
did have sex relations he developed intense guilt feelings. As a result of 
the continual bickering with the girl the relationship collapsed and he was 
thrown into a deep depression, because he was so fond of her. He said that 


she was just the girl for him, that he had always longed for her and that it 
was heaven when he was with her. 


Qt 
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Precipitating Experiences and Onset 


The precipitating experiences of manic depressives which cul- 
minate a general personality trend may be severely critical or very 
trivial. But these experiences do not differ for the subtypes of manic 
depressives. Most manic depressives have had mild episodes of 
mania or depression before the psychotic breakdown, but some 
manic depressives have not had these previous adverse reactions. 
Regardless of past outbursts, many manic depressives do feel emo- 
tionally insecure and uneasy for long periods before the breakdown. 

For example, a 47-year-old carpenter who had made friends easily, 
who was devoted to his wife, and who had been a cheerful, sociable 
person, became severely depressed and attempted suicide when he 
lost his job and could not find work. He was always a very capable 
worker, but because of an economic depression his search for a job 
was of no avail. He worried continually and became disheartened 
and pessimistic. He tried to hang himself but relented because he 
felt so devoted to his wife. For the past four years, he had become 
increasingly restless, irritable, and discontented because he still 
owed money on his property, despite his frugality and steady work. 
He became more dejected when he realized that he did not have 
enough money to tide him over during his unemployed period. His 


wife, who was a demanding but irresponsible woman, spent money 


recklessly and underwent many operations. When he chided or 


scolded her about her reckless spending, she taunted him about his 
Stinginess, In addition, her sexual frigidity made him react with 
intense rage. Sometimes he thought about leaving her or about 
Boing out with more passionate women, but he never carried out 
his fantasies because he was so dependent upon her. Furthermore, 
he felt very guilty when he had these thoughts. His ambivalent re- 
actions of hostility and guilt toward his wife continued until the 
time of his breakdown. , 

On the other hand, a depressive reaction may arise rather. sud- 
denly and the subject may not recall having had such an experience 
before, For example, a beauty-parlor operator who was 42 years 
old, who was outgoing, friendly, and ambitious, and who had mar- 
ried for the second time, helped her husband become established in 


her business, She encouraged him to learn this occupation, which 
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he did. After he familiarized himself with the business, she dis- 
covered that he was going out with other women, some of whom 
were her customers. When she confronted him with these facts he 
coldly admitted it and implied that he would not stop. Very upset, 
she threatened to "get rid" of him. But he reminded her that when 
they married she had given him a partnership in her business. The 
next day, she felt "down in the dumps," every move became an 
effort, and she seemed to have lost interest in everything. She could 
not understand her mood, never having felt this way before. She 
lingered in this despondent state until she attempted suicide by 
drinking poison. She was stopped and brought to the hospital. 

These critical experiences, which result in the loss of a love object, 
can also create manic behavior when the predisposition is present. 
For example, a businessman about 48 years old had been running 
himself ragged with overwork and overplay.*! Impulsive, erratic, 
restless, he was forcibly gay and drank excessively. Formerly he had 
been a sober, somewhat sedate, and reserved person. Very much in 
love with his wife, who was much younger than he, he became 
severely upset when he learned that she had wearied of their mar- 
riage and had become unfaithful. To avoid the scandal of a second 
divorce, he asked her to take a trip and to postpone her decision 
until she returned. In addition to this difficulty, he also had intense 
fears that his executive position was being threatened by younger, 
better-trained, and energetic men. He found it necessary to become 
very progressive and to engage in athletics, drinking, and stag 
parties which he did not really enjoy. His wife, whom he had won 
away from more youthful suitors, symbolized his own renewed 
youth to him. But in their sex relations he sometimes was impotent, 
and he responded to this with outbursts of anger and envy. During 
his wife's absence, he was filled with suspense and became jealous 
and angry. He had little interest in his work and began to lose 
sleep. At someone's advice, he began to enjoy himself, began to over- 
work and overplay until he was fetched by a business associate to 
the hospital for a general checkup. 

This person, as well as other persons who become mildly manic, 
did so by compulsively conforming to norms of behavior which he 
considered socially acceptable and which in large part are socially 


? Jules H. Masserman, Principles of Dynamic Psychiatry, pp. 60, 61. (Phila- 
delphia: W. B. Saunders Company, 1946). 
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acceptable. Had he been somewhat younger, his disturbed condition 
might have been even less noticed and less within the range of the 
socially abnormal. In fact, when he went to the hospital for a 
physical checkup and rest, he was not even considered within the 
bounds of a mild psychosis. 

Generally, the culminating point in a depressive or manic reac- 
tion is a disrupted outcome of an intimate and dependent re- 
lationship, which calls out the person’s inner ambivalence toward 
himself. This relationship may be with the spouse, parents, friends, 
or fiancé. The relationship may terminate by the death or separa- 
tion of the loved person, or by the sudden or gradual hostility of the 
loved person. Those persons who become manic or depressed 
because of loss of finances, a job, or from disgrace not only experi- 
ence loss of status but also internalize the attitudes of others toward 
themselves and become fiercely self-depreciative or flee from this 
self-reproach by distractible activities. 

In judging the process of the manic-depressive breakdown, we 
must consider the intensity and persistence of the critical ex- 
Periences. Some clinicians maintain that the intensity of the 
manic-depressive reaction to a crisis is the result of a biological 
Predisposition rather than of early experiences. Although constitu- 
tional predisposition may possibly mean the difference between a 
Psychotic depression or a neurotic depression, nonetheless the influ- 
€nces of early experiences may be just as significant in calling out 
the more profound psychotic defenses. Hence, as a result of pre- 
Cipitating situations, the depression would be deeper. There are, 
however, few if any decisive studies which can definitely show the 
influence of biological predisposition to the exclusion of early ex- 
Periences, 

_ Provisions for a Hypothesis of Manic Depression. Manic depres- 
Sion may be rooted in a hereditary predisposition, but this does not 
eliminate the need to explain the peculiar types of role taking and 
Self-regarding attitudes which result in manic depression; for the 
Predisposition to a given disorder does not mean that the disorder 
15 inevitable, Hence, the personal experiences and reactions become 
Crucia] in explaining the onset of the disorder. . i 

In contrast to schizophrenia, which begins with personal isolation 
and emotional withdrawal, manic depression can be understood 
best by the process of identification. The premanic depressive 
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resorts to identification with others as a defensive reaction against 
his own anxiety and guilt. This defensive reaction, which may make 
him sociable and outgoing in his relationships with others, does not 
obliterate his intense feelings of guilt and his precarious estimate 
of himself; for the manic depressive is essentially very dependent, 
very ambivalent in his intimate social relationships, and also very 
ambivalent to himself. This ambivalence is acquired and internal- 
ized from his early family relationships, particularly with his par- 
ents, in which he acquires the parental attitudes of love and hate, 
of guilt and aggression, and directs these attitudes toward himself. 
But he defends himself against his aggression to himself by identify- 
ing with other people. Thus, his very sociability may precipitate 
his breakdown. By identifying with people who are ambivalent to 
him, he internalizes and directs these attitudes to himself in his 
subsequent relationships. 

Thus, a person who has these role-taking qualities and self-regard- 
ing attitudes and who experiences one or a series of crises—or the 
recall of crises—becomes severely upset by the loss of a love object 
or by the sudden or gradual loss of self-esteem. When he becomes 
depressive, he assumes the ambivalent attitudes of the lost loved 
person toward himself. By turning these attitudes toward himself, 
he becomes involved in profound self-reproach.?? In fact, he be- 
comes so overwhelmed by self-reproach that he becomes incapable 
of new identifications with other persons. Thus, the depression dis- 
rupts his role-identifying capacities for new love objects and in ex- 
treme instances disrupts his capacity for role taking generally. 

On the other hand, the manic flees from his self-reproach by 
becoming preoccupied with transient activities and with transient 
social relationships. By these outward, distractible activities, the 
manic evades sustained self-evaluation. Indeed, should the manic 
become involved in a sustained relationship, he would inevitably 
have to take the role of the other and also resort to self-evaluation 
which could drive him into a depression. 

Since the manic and the depressive usually have had well-de- 
veloped role-taking skills and since their role-taking capacities have 


Some psychoanalysts claim that this hostile aggression is directed to the 
internalized image of the lost love object, of whom the subject has been deprived 
by separation or hostility. See Otto Fenichel, The Psychoanalytic Theory of 
Neurosis, pp. 390-393 (New York: W. W. Norton & Co., 1945). d 
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not been lost, they can usually regain the capacity for sharing the 
viewpoints of others and thereby can regain their hold on social 
reality. Hence, the manic and the depressive usually improve or 
recover, and they do so more readily than does the characteristic 
schizophrenic. 

These tentative inferences do not explain, however, the shift from 
one condition to another—i.e., from mania to depression or from 
depression to mania. This problem requires further inquiry. 


Manic Depression and Culture 


Since manic-depressive behavior is regarded as a constitutional 
disorder, does it follow that this disorder should be universal? If 
the disorder does not exist in some cultures, is it a result of consti- 
tutional differences or of social influences? In other cultures manic 
disorders may be present, but depressive disorders may be very rare. 

Depression and Culture. Among the Alorese, depression and 
Suicide do not exist. The absence of this disorder was explained by 
the socially distant mother-child relationships and by the child’s 
inability to organize his aggressions and to get a clear conception of 
himself. To cite Kardiner:?? 


The earliest relations of the child to the mother prevent formation 
Of constellations normal to Western man—the strong attachment to 
the mother, the capacity to idealize her, the capacity to introject her 
and the formation of strong and organized aggression patterns. In 

Alor, none of these are well developed. Hence, the aggressions directed 

against the mother do not ricochet back on the child in masochistic 

form. For this reason there is no depression and no suicide. The whole 
mechanism is related to superego formation, limited idealization, and 
disorganized aggression. However, in place of these mechanisms we 
find in Western man which form the constituents essential for the de- 

Pressive mechanism, we find passivity and surrender, spinal rages 

(tan trums) and all kinds of devices for indirect aggression. 

Among the natives of Kenya, East Africa, who were hospitalized, 
Carothers found no cases of depression but did find cases of mania. 
Among these native groups, self-regarding attitudes of worthless- 
ness, sinfulness, and guilt were lacking. Many natives, penas 
‘urbed, would be characterized by Westerners as resembling “psy- 
C'opaths," This characterization was used by Kardiner in categoriz- 


c ^" Abram Kardiner, Psychological Frontiers of Society, pp. 246, 247 (New York: 
lumbia University Press, 1945). 
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ing the psychotics among the Alorese society. Carothers attributed 
the manic behavior among the Kenyans to the weak, repressing, and 
inhibiting features of the culture.” 

Laubscher found that manic depression did not exist among the 
Tembu, although schizophrenia was prevalent among them.?» He 
attributed the absence of this disorder to the "particular tempera- 
ment of the people." He found the reason to be “in those charac- 
teristics of free play of instinctive energy similar to that attributed 
to the Latin." Since Laubscher did not attempt to relate motivation 
to early childhood development, the so-called "instinctive energy" 
could very well have been derived from the culture. The Tembu 
were outgoing, optimistic persons, who expressed their feelings 
freely and uninhibitedly. 

Fisher arrived at a similar conclusion from a study of Indians and 
Negroes in Central America. He found that the descendants of 
Negroes, Indians, and whites had a higher proportion of manic 
symptoms than the Mestizos who were relatively free from Negro 
ancestry. He found, on the other hand, that the depressive symp- 
toms were relatively shallow.*¢ 

Depression, Suicide, and Culture. Individualized suicide, which 
is so closely related to depression, may provide a relatively good 
index to the existence of depression in a given society. The perva- 
siveness of depression in a given society may parallel the collective 
attitudes to individualized suicide. 

Depression may be rare among those peoples who cannot grasP 
the meaning of suicide because it is so alien to their customary 
practices. For example, a native of the Caroline Islands in the South 
Pacific, when asked about suicide, at first could not grasp its mean- 
ing. When it was explained to him, he claimed that he had never 
heard of anything so ridiculous. The Zuñis also consider suicide 
an incredible type of behavior. Very likely, depression is also rare 

* James C. Carothers, "A Study of Mental Derangement in Africans and an 
Attempt to Explain Its Peculiarities More Especially in Relation to the African 
Attitude to Life,” Psychiatry, February, 1948, XI, pp. 47-86. 


=B. F. J. Laubscher, Sex, Customs and Psychopathology (London: Routledge 
and Kegan Paul, Ltd., 1937). 

®§, Fisher, “The Influence of Indian and Negro Blood on the Manic-Depressive 
Psychoses," Journal of Nervous and Mental Disease, 1943, 97, pp. 409-420. 

* Louis I. Dublin and Bessie Bunzel, To Be or Not To Be, pp. 188-141 (New 
York: Harrison Smith and Robert Hass, 1933). See also S. R. Steinmetz, “Suicide 
Among Primitive Peoples," American Anthropologist, January, 1894, 7, pp. 58-60. 
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among these peoples. Depression may be more frequent among 
those societies who stigmatize suicide as sinful, cowardly, or ignoble 
and rigorously forbid it. The very fact that they forbid suicide is 
an index that their efforts are aimed to thwart the occurrence of 
suicide. For example, the Karens in Burma consider suicide as 
cowardly and deny the suicidal victim an honorable burial. Depres- 
Sion may be most frequent among those societies who tolerate, 
condone, accept, or institutionalize suicide. For example, the 
Kamchadals of Siberia, who do not penalize the suicide, frequently 
resort to suicide. The consistent tendencies in cultures would show 
à relationship between these phenomena. Thus, it would be of in- 
terest to investigate more thoroughly the relationship between 
depression and suicide within given cultures.5 

The same apparent connection between suicide and depression 
also exists among different ethnic groups. The Negroes in southern 
rural United States tend to have relatively low rates of depression 
and relatively low rates of suicide. The Negroes in northern urban 
United States tend to have higher rates of depression and higher 
rates of suicide. Other ethnic groups, such as the Jewish groups, 
have relatively high rates of depression and high rates of' suicide. 
Despite this apparent relationship between depression and suicide, 
No definite cross-cultural studies of these phenomena have been 
made. 

Manic Behavior and Culture. It appears that, of the varied dis- 
orders, the mild manic disorder is most consistent with the demands 
of contemporary society. The premanic or mild manic who is not 
Seriously disturbed and is outgoing, active, sociable, expansive, and 
cheerful can more readily become accepted and is hardly susceptible 
to being regarded as abnormal. Moreover, the mild manic is a 
matter-of-fact and practical person whose behavior is also consistent 
With our culture. But the mild manic among the dreamy Balinese 
9r among the introverted Hindus would be regarded as too out- 
going. Among the Ojibwa, his enthusiastic outgoing behavior 
could be considered a threat to the shaman, who would demand 
that persons be more dependent and reserved. 
found that among the Pilaga Indians the 
f-reproach were weak and that consistently 
re or less forced upon the 
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Mild manic behavior would also vary in social acceptability by 
type of occupation. It would be more acceptable among salesmen 
than among physical scientists. It would be more tolerated and even 
more acceptable among actors and entertainers, whose eccentric 
outgoing behavior is condoned, than among stenographers or 
waitresses. Thus, some hypomanics can find an acceptable, success- 
ful niche in our society by their occupations and would not neces- 
sarily be socially abnormal. Moreover, the hypomanic reaction is 
perhaps far more acceptable in the urban culture of the United 
States than in other societies. The emphasis upon “having fun" 
assumes so compulsive a character that some individuals who are 
not inclined to behave this way do so in order to remain accepted. 

On a cultural level the festival represents an institutionalized 
release for inhibited behavior which at best is analogous to the 
individualized behavior of the manic, for the types of acting-out 
uninhibited behavior are more readily tolerated than during the 
rest of the year. According to Freud, the festival usually follows a 
period of repentance. This sequence tends to follow in many cul- 
tures. Freud regarded this emotional respite as a biological necessity 
to account for the periodic change of moods among normal persons. 
The important fact which we wish to emphasize is that the indi- 
vidual who behaves in an outgoing, friendly, and uninhibited man- 
ner during a festival is, of course, operating within culturally 
sanctioned bounds and on a different level than the individual 
manic. 

Of course, uninhibited behavior and elated behavior is more 
permissive in some cultures than in others. The Puritans frowned 
on most forms of levity. At the present, we tend to sanction “fun” 
and outgoing activities in avocational relationships. As yet, this 
area of manic behavior and culture remains a problem for further 
inquiry. 
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CHAPTER TWELVE 
Acting-out Disorders: Psychopathy 


and Deviant Behavior 


In the past chapters we described neurotic and psychotic persons 
who, as the result of inhibited conflicts and inward distress, eventu- 
ally became overwhelmed and incapacitated. In contrast to these 
disordered persons we turn now to psychopaths, who act out their 
conflicts in an antisocial manner; for psychopathy is not based upon 
anxiety, as characterizes the neuroses, and it is not based upon 
a retreat into private attitudes, as characterizes the psychoses. As 
we shall see, psychopathy is essentially a result of emotional im- 
maturity and an arrested capacity for intimate role taking. Yet, the 
term “psychopathy” has many meanings for different clinicians. As 
a matter of fact, the lack of agreement concerning these disorders 
is so prevalent that one of our purposes is to point out and to clarify 
the sources of this confusion. We shall then describe the types of 
persons who are classified under the category of psychopathy. 

Investigators often confuse behavior which is acquired in a de- 
viant subculture with behavior which results from psychopathic 
immaturity. For example, many delinquents who violate the norms 
of the larger society acquire their behavior in the particular sub- 
culture in which they are reared and participate. These delinquents 
conform to their criminal norms in the same way that conventional 
persons abide by conventional norms. Nevertheless, these delin- 
quents also may experience guilt feelings and cultivate lasting inti- 
mate relationships. Yet, when delinquents are evaluated in terms 
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of the implicit moral norms of the particular clinician, they may be 
considered psychopathic. Also, some anti-social persons are diag- 
nosed psychopathic because they express very slight guilt feelings, 
but others who may be guilt-laden after persistent misbehavior also 
are considered psychopathic. Then again, some investigators con- 
tend that psychopaths cannot change; other investigators report 
psychopaths who have improved.! It is not surprising, then, that 
the category of "psychopathy" is fraught with disagreement and 
inconsistency. 

At the present time, since psychopathy combines a series of loosely 
related disorders centering about overt, antisocial, or "inadequate" 
behavior, we refer to this anomalous category as "acting-out disor- 
ders." Statistics on psychopathy reflect this inconsistency. For ex- 
ample, Sutherland shows that more than 75 per cent of the inmates 
of Illinois state prisons were categorized as psychopathic, but only 
10 per cent of the inmates in New York and Massachusetts were so 
diagnosed.? Clearly, this discrepancy resulted from different pre- 
conceptions among the psychiatrists rather than from differences in 
the types of criminals. In a survey of a district in Baltimore, Lemkau 
found that in 1933, 13 per 10,000 of the population were considered 


psychopathic. In 1936 only 5.2 per 10,000 of the population were so 


diagnosed. The figure was revised downward because many unem- 
in 1933 were not so 


ployed who were considered “psychopathic 13: 
regarded in 1936 when the lack of job opportunities during the 
€conomic depression was considered.? , . 4 
Since the criteria of psychopathy are inconsistent, symptomatic 
behavior and social evaluations in addition to personality dynamics 
y oe 
are usually regarded as the bases for categorizing psychopathy.* Y et 
these very behavioral reactions and social evaluations can be mis- 
leading. By this we mean that psychopathy cannot be ascertained 
merely by symptomatic reactions such as explosive or eccentric be- 
havior. It cannot be ascertained by traits which characterize pre- 
2Sce Robert M. Lindner, Rebel without a Cause (New York: Grune & Stratton, 
Ede ind 0 (Philadelphia: J. B 
? Edwin H. Sutherland, Principles of Criminology, p. 110 (Philadelphia: J. B. 
Lippincott Company, 1947). M , 
? Paul Tekan, Mental dien and Public Health, p. 335 (New York: Mc- 
Graw-Hill Book Company. Inc., 1949). - de 
“See George E. Paride "Current Conceptions of Psychopathic Personality, 
The American Journal of Psychiatry, 1930, X, pp. 53-99. 
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psychotic and psychotic persons as schizoid or paranoid.9 It cannot 
be ascertained by using the norms of the urban, middle-class sub- 
culture for gauging the behavior of persons in another subculture 
with such labels as "inadequate," or “criminal.” Indeed, “psycho- 
pathic personality" can be ascertained chiefly by the personality 
structure; and the personality structure can be understood best 
when traced developmentally. 

Approach to Acting-out Personalities. Sociologists have been in- 
terested in acting-out behavior from a developmental viewpoint 
because of its bearing upon crime. But they have been chiefly con- 
cerned with the types of associations and with the subculture which 
have contributed to criminal behavior and less interested in per- 
sonality differences among delinquents. Although they have traced 
the processes by which delinquents and criminals assimilate their 
deviate forms, they have not pursued the process to .its logical 
extreme by relating defective forms of socialization to criminal 
behavior. Sutherland and others have studied the relationship 
between psychopathy and crime, while Burgess and others have 
studied the personality structure of delinquents and criminals." 

On the other hand, psychoanalysts have emphasized personality 
differences and the divergent courses of development among indi- 
vidual criminals. Although they often have confused acting-out and 
antisocial behavior with criminality and have understated the 
social influences of peer groups upon criminal activity, still they 

*For,example, consider the categories of thinking in the diagnosis of psycho- 
pathy in the following: On the basis of the Rorschach tests, Lindner found that 
psychopaths were qualitatively related to the hebephrenics and the neurotics. 
Batcheller found a neurotic condition superimposed on “a basic schizophrenic or 
latent schizoid condition.” Kisher and Michael have designated this condition as 
a "schizoneurosis." Obviously, the substitution of one label for another does not 


explain anything about psychopathy; it merely leads to confusion. See Robert M- 
Lindner, “The Rorschach Test and the Diagnosis of Psychopathic Personality," 
Journal of Criminal Psychopathology, July, 1943, V:2, P- 69; Samuel J. Beck, 
"Introduction to the Rorschach Method," Research Monographs, No. 1 (Menasha, 
Wis: American Orthopsychiatric Association, 1937); the other citations in W. 
Rottersman, “The Guardhouse Inmate,” War Medicine, May, 1944, V:5, p. 276. 
It must be emphasized, however, that some paranoid persons and some very 
seclusive persons act out their behavior, but these psychotic tendencies are on a 
different vector than their acting-out behavior. 

* Edwin H. Sutherland, Principles of Criminology, 
J. B. Lippincott Company, 1948). 

"Ernest W. Burgess, "The Individual Delinquent as a Person," American 
Journal of Sociology, May, 1923, 28, pp. 657-680. 
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have been foremost in trying to classify acting-out persons on a 
dynamic and developmental level.‘ 

In constructing a scheme of acting-out antisocial types which are 
mutually exclusive we must consider the criteria of personality 
organization, personality development, and the influence of the 
subculture. We must omit, however, the so-called "part psycho- 
paths" who have minimal guilt feelings about one particular form 
of behavior, whether it be stealing, certain sex perversions, or other 
se behavioral reactions are usually symptoms: 


idiosyncracies; for the: 
differences which often 


or expressions of more profound personality 
vary with the individual case. 
Types of Acting-out Disorders. From this vantage point we can 
classify the varied acting-out disorders into the following types: (1) 
the “true” psychopath, (2) the acting-out neurotic, (3) the self- 

centered indulged personality, and (4) the subcultural deviant. 
Since these types are ideal, particular cases only approximate 
them, and some acting-out persons may have components of two 
types. For example, a subcultural deviant, a delinquent, may have 
certain neurotic characteristics which intensify his acting-out be- 
havior, An acting-out neurotic may be so incorrigible that, despite 
intense feelings of guilt, he may approximate the “true” psycho- 
path in his hostile behavior, in his distorted social relationships, 
and in his resistance to treatment.? Certain psychopaths may have 
guilt feelings about certain matters, and thus be marginal to the 
"true" psychopath and the acting-out neurotic. Certain immature 
personalities who have been neglected, then overindulged, in early 
life may appear as “true” psychopaths by their lack of guilt and 
resistance to personal change. The vicissitudes of family constella- 
tions, parent-child relationships, and personal development are so 
varied and so complex that marginal and mixed types inevitably 
arise. The advantage of a classificatory scheme of ideal types is its 
8 Fr: The Criminal, the Judge and the Public, 
di RESET N vole m Mau A Company, 1931); s Fenichel, The 
Psychoanalytic Theory of Neurosis, pp. 11 -139, 324-386, 466-492 (New York: 
í alter Bromberg, Crime and the Mind, pp. 


W. W. Norton & Company, 1945); W: 


54, 55 (Philadelphia: J. B. Li pincott Company, 1948). A : 
° See, for aie et s. Mahler, "Ego Psychology Applied to Behavior 


Problems," Modern Trends in Child Psychiatry, edited by Nolan D. C. Lewis 
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use as a guide in understanding the personality formation and 
structure of these types. 


The "True" Psychopath 


“True” psychopaths are relatively few. Even those state-mental- 
hospital patients who are diagnosed as psychopaths and who repre- 
sent about 2.6 per cent of the total admissions are not all true 
psychopaths;!? and the number of “true” psychopaths in prisons 
cannot be determined accurately because of the different 
tions among clinicians concerning psychopathy. 

The “true” psychopath is one who lacks the capacity for self- 
restraint and self-condemnation that comprise the makings of a 
conscience. He is emotionally incapable of abiding, for any long 
period, by the expectations of other persons, and he has evidently 
been incorrigible from early childhood. Seemingly, he has been 
deprived of a capacity for intimate social relationships and for inter- 
nalizing the social norms which these intimate attachments repre- 
sent. The psychopath feels slightly guilty about his wayward be- 
havior. In undisciplined fashion, he concentrates primarily upon 
gratifying his urgent appetites. 

Though the psychopath cannot sustain inti 
can get along with others on a casual le 


necessarily “queer” or bizarre. In fact, he may be quite adept in his 
impersonal relationships. Frequently “verbal” and charming, he 
may create a very favorable first impression, but, lacking persever- 
ance, he soon becomes impatient and irritated, Usually, his rela- 
tions turn out to be utilitarian, exploiting, and irresponsible. Since 
he lacks close or intimate relations he may become an isolate who is 
So set upon appeasing his desires that he needs no intimate com- 
pany. Karpman describes the condition of a psychopath as follows:11 
A striking feature of this man's personality is his almo: 
lack of social feeling. - - . He has never had any friends, le 
mates. He never shared or felt the need to share ] 
confidences with anyone. He would associate w 


for the purpose of committing a crime; but this 
and the need satisfied, he would leav 


preconcep- 


st complete 
t alone inti- 
his problems and 
ith one or more men 
done, the loot secured, 
€ them and go by himself. As 


See Patients in Mental Institutions, 1946. (Washin 


ton, D.C.: Bureau of the 
Census, U.S. Department of Commerce, 1949). 

* Ben Karpman, “Passive Parasitic Psychopathy,” Psychoanalytic Review, April, 
1947, 34:2, p. 210. a 


ACTING-OUT DISORDERS 265 


he joined other men for the purpose of committing a crime, so he 
would seek the company of a woman for the purpose of satisfying his 
sexual needs. That done, he had little use for her; but he knew the 
sexual need would soon reassert itself, and this knowledge frequently 
made him stick to women for a considerable period of time. He is . . . 
the original isolationist, only more than the lone wolf. . . . 


Along with the psychopath's inability to foster primary relation- 
ships is his inability to postpone immediate gratifications for more 
distant goals. In a sense, both identification with others and delayed 
behavior require inhibition and some capacity for suppression and 
reflection in order to guide activity into social channels. By em- 
pathizing with others, the ordered person can check his immediate 
actions in order to select alternative behavior which fits within the 
expectations of other persons. The psychopath, however, is so con- 
cerned with immediate self-gratification that he disregards or is 
unable to delay his behavior for any sustained period unless under 
external compulsion. The psychopath's desires override his self- 
restraint and ability for intimate role identification. 

Since he lacks foresight, the psychopath lives in and for the 
present. He carries out his desires without concern for, sometimes 
without understanding, the consequences. He is unable to project 
himself into the future and to foresee the results of his activities or 
the objections of others, especially when he begins his actions. And 
he does not grieve about the past, except to stimulate or express 
“lip-service” grief in order to impress others. Although he may plan 
immediate activities, his plans are not integrated within a larger 
scheme or a total career; he has no life plan. Frequently, even his 
immediate behavior lacks any plan and is an impulsive and repeti- 
tive action, for he cannot tolerate tensions and must express them in 
order to achieve personal balance.’ Sometimes this personal balance 
means exhausted satiation. Frequently, the psychopath’s imperious 
demands are revealed in his sexual attitudes, for the true psycho- 
path is far less inhibited sexually than the ordered person, or even 
than the neurotic or psychotic. Manson describes his sexual adven- 


tures as follows:13 
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I seemed to have gone woman crazy and the more I indulged in them, 

the more I wanted to indulge. It got so that I thought of taking the 

money that this fellow too intrusted in my care, and of going to these 
houses 'til I couldn't stand it any more. I wanted to live with them 

day and night and just indulge in sexual relations with them until T 

was completely satisfied. 

The psychopath is self-centered. He continually seeks to satisfy 
his own interests, regardless of the pain, abuse, or sacrifices he causes 
other people. He cannot be considerate because he cannot feel the 
suffering of others. He is concerned mainly with the way he can 
use people to satisfy his desires, by whatever means and however 
unscrupulous.14 

But the psychopath’s self-centeredness reflects his shallow social 
relations; and his social relations are one means for benefiting him- 
self, because his interests, attention, and strivings are circumscribed 
about his momentary desires.15 

Furthermore, his self-centeredness reflects a limited capacity for 
self-reference. By not getting emotionally close to people, he does 
not see himself as a love object. Actually, in his avid, random pur- 
suits, he abuses himself as he does others. Indeed, he has little 
insight into his behavior. Sometimes his behavior, because of its 


random waywardness, baffles him. Manson States the following 
about his sprees:16 


Many times I have spent good money imagining that I was having a 
good time. Instead of investing the money I was throwing it away and 
many bitter lessons I have learned from this. . . . Not once but over a 
dozen times I have done this. I would wonder what made me doodle 
the money away and do this over and over again. 


The psychopath's limited’ self-criticism and self-reproach result 
from this lack of identification and hence of conscience. By not 
taking the role of others and then evaluating his behavior, except 
for the present, the psychopath can experience shame but slight 
guilt. He may. feel "humiliation" in public, but this merely creates 
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resentment against others rather than an internalization of the 
shame and its consequent self-condemnation and self-control. On 
the contrary, he projects the blame upon others who frustrate him, 
regardless of the injury he has caused them. His hostility and vin- 
dictiveness are usually simple and direct. Since the psychopath 
blames the environment, he is often confused with the paranoid. 
But the two types are markedly different. The paranoid projects his 
hostility within a logical scheme of sustained delusions. The psycho- 
path has transitory feelings of hostility toward those persons who 
thwart his wishes, but when his wishes are gratified or new wishes 
arise, his projections and rationalizations seem to pass away. : 
Usually in difficulty, the psychopath seems to regret his past 
deeds. But he does not feel what he says or, at best, feels it only for 
the moment; his behavior does not change. Instead, he renews his 
misadventures when the opportunities arise. His closest approxima- 
tions to identifying relationships are his ingratiating technques, 
his demands for social attention, and his attraction for a sex object. 
The psychopath uses ingratiating techniques for manipulating 
other people. Frequently, his ingratiating relations are mistaken 
for intimate relations. It is then that he takes advantage of other 
persons. In addition, he may indiscriminately demand social atten- 
tion, whether he is praised and approved or chided and rebuked, 
and he becomes envious of those persons who do get this attention. 
Since the psychopath may become attracted to a sex object, he may 
strive to sustain this relationship. And the relationship may seem to 
have some characteristics of a primary relationship. The change 
comes about, however, when the sex attraction wears off or is sup- 
planted by another sex object. , : 
Frequently, it appears that the psychopath places a singular 
interpretation upon words and their meanings. If gag can picture 
a person discussing “love,” “gratitude,” or “career without that 
person being able to feel love or gratitude, or without having the 
foresight of a career, he would know what these terms might mean 
to the psychopath. / NAUES 
But the psychopath is not necessarily feeble-minded. His intel : 
gence level may range even from normal to superior, and his intel- 
lectual abilities do not deteriorate. Yet he would express ydctecuve 
judgments in foresight, in planning, in sizing up social situations, 
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and in sustained concentration. His judgment would become even 
more defective when aroused or when he is about to gratify his 
wishes. 

The psychopath does understand social reality. He can communi- 
cate with others, as he does know the difference between right and 
wrong. He shuns ridicule and responds to external restraints. But 
he does not incorporate these restraints and does not control most of 
his future behavior in terms of these forms of social control. Yet he 
is aware of them and can avoid the external semblance of deviation. 
A psychopath states the following about looking for a new job: 

There were many times when I would be self-conscious when walking 

on the street, and when I would see people looking at me I would 

imagine there was something wrong with my attire that made them 
amused or something else that made them look so much. 

The psychopath sometimes seeks approval in the same way that 
he seeks to satisfy his other desires; and he conforms for a short 
time to obtain this approval. But this conformity cannot last be- 
cause he is carried away either by his imperious desires or, when 
frustrated, by his direct hostility. Hence, the "true" psychopath's 
behavior is usually self-defeating simply because he is unable to 
sustain a relationship, and as such he becomes involved in diffi- 
culties from which he often cannot extricate himself. But his 
self-defeating behavior is not a result of guilt or a wish for self- 
punishment; his behavior is self-defeating because it contradicts 
and threatens the characteristic expectations of the group. Eventu- 
ally, his behavior becomes intolerable to the group, and he is 
restrained or punished. 

Conscience in the Psychopath. Although the psychopath fre- 
quently projects blame for his activities upon other persons and 
external situations, this does not mean that he has no guilt feelings. 
Were he without guilt feelings, he would not be human. His guilt 
feelings, though arrested, assume these forms. First, he does in- 
ternalize in mild or marked degree such elementary restraints as 
incest, murder of his parents, cannibalism, and dress, These re- 
straints are often expressed by disgust and aversion. 

Second, he responds to intellectualized self-censure. Even though 
he may not reproach himself very deeply and he may not be de- 
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terred by this self-cer'sure in future misadventures, his self-reproach 
in superficial intellectualized form is evident. 

Third, the psychopath frequently seeks other persons to limit his 
random aggressions. Hence, he behaves as if he seeks punishment. 
Actually, he too is puzzled by his waywardness and unwittingly may 
want to put limits to his random, appetite-fulfilling and destructive 
behavior. 

Fourth, he may become somewhat depressed when his aggressions 
or his desires are thwarted. Even though he projects the blame for 
his activities upon others, he still may invert his aggression and be- 
come dejected. Furthermore, he may be unable to tolerate frustra- 
tion, and then he may be prompted to momentary self-censure. 

In brief, the psychopath is incompletely socialized and his 
capacity for self-reproach is limited. Hence, his conscience is less 
developed than that of an ordered person or than that of a neurotic 
or a psychotic. i 

Can the Psychopath Change? Since the psychopath’s behavior 
can be noted in early childhood, and since the psychopath learns 
very little from experience, many investigators maintain that he is 
not amenable to personal change. Though the psychopath may re- 
solve to conform or to restrain himself for a short period, seemingly 
he cannot achieve this disciplined redirection for very long. His un- 
disciplined personality which becomes fixed, say in the first six years 
of life, becomes extremely difficult to modify. 

Studies of the treatment of psychopaths are few, except for reports 
of individual cases. On the one hand, it appears doubtful that the 
few investigators who report improvements of psychopaths are even 
referring to the same personality type. On the other hand, other 
psychiatrists, such as Chornyak, Henderson, and Nielsen and 
Thompson, regard psychopathy to be a result of brain damage and 
consider treatment to be futile.’ Karpman maintains that the 
Psychopath is not amenable to change, that he seemingly cannot 
learn, and that experience teaches him nothing. Other therapists 


who dealt with psychopaths present similar accounts of failure. 
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Heaver reports that of 40 acting-out patients whom he treated, 3 
could not be helped because they were “adamant in their attitudes 
of negativism." From earliest years they were extremely stubborn, 
utterly selfish, self-centered, vicious, sadistic, had temper tantrums, 
and showed a total inability to postpone gratifications.!? Since the 
psychopath can adjust to newly established relationships, Gough has 
suggested as a therapeutic medium that he be shifted from one set 
of relationships to-another before he can act up.? Although this 
technique has not been tried, it is hard to see how it would modify 
the psychopath's personality to any appreciable extent. Johnson in- 
dicates that she was not successful with the very self-centered, anti- 
social persons whom she treated.21 

In brief, it seems that the psychopath whose behavior is fixed at 
an early age is not likely to be amenable to change, and that those 
deviants who respond to treatment are either "acting-out neurotics" 
or immature persons whose antisocial behavior was recognized 
during late childhood or during adolescence. Moreover, the extent 
to which the "true" psychopath can change depends upon "the 
causes" of his disordered condition. 

"Causes" of Psychopathy. The “causes” of psychopathy, whether 
biological or developmental, are still inconclusive because no defi- 
nite research has decisively shown whether the biological or the 
developmental influence alone is crucial. 

Biological Explanations. The biological explanation maintains 
that brain damage or disturbance, whether inherited or acquired 
through injury, is the “cause” of psychopathy. It has been shown 
that persons with varied types of brain injuries, brain growths, and 
spinal lesions become much less responsive to social pressures and 
to social control. Many children afflicted with such diseases as 
encephalitis or chorea later become delinquents.? But these sub- 
jects show demonstrable organic pathology and, hence, differ from 
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those “psychopaths” about whom organic damage is merely inferred. 

Eliasberg, Chornyak, Henderson, and Nielsen and Thompson, 
among others, contend that the onset of psychopathy results from 
brain damage, and that this damage is frequently hereditary." 

Nielsen and Thompson, for example, maintain that, as a conse- 
quence of damage to the brain or to the anterior thalamus nucleus, 
control of the self-concept and of the concept of time diminishes. 
This damage may result from hereditary, or congenital—i.e., the 
fetal—influences, as well as from birth injuries or childhood infec- 
tions.*4 

Nielsen and Thompson, in fact, claim that normal as well as 
psychopathic children are reared in adverse familial settings, such 
as broken homes, and adverse neighborhoods and schools, but that 
the normal children do not become psychopathic? In short, these 
investigators attribute slight importance to social and develop- 


mental influences. 

Yet, the hypothesis of psychopa 
disorder seems to be a negative infer 
is found. Sometimes it implies that, 
cannot be explained by influences from early and later social rela- 
tionships, there must be something different about the psychopath's 
constitution. Yet it might also mean that the early social relation- 
Ships of the psychopath have not been examined closely enough or 
completely. It is largely for this reason, as we have pointed out, that 
the hypotheses concerning causation in psychopathy are still incon- 
clusive. The disagreement may result from the fact that some 
psychopaths have definite brain damage or are underdeveloped in 
certain areas, particularly the frontal lobes,?^ and that other psycho- 


paths may be the victims of immature development. à 
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In this connection the theory upon which prefrontal lobotomies 
rests is relevant to our discussion because in this operation the con- 
nections between the prefrontal lobes and the thalamus are severed. 
As a result, the emotional energy and tone in the ideation of the 
patients becomes lowered.?: It is in this frontal-lobe region where 
the true psychopath is supposedly defective, either through damage 
or through underdevelopment. Hence, these prefrontal operations 
can be illuminating by demonstrating the personality changes in 
the patients. Freeman and Watts found that their patients who had 
prefrontal lobotomies became less responsive to social controls, were 
less inhibited and self-conscious, and had less emotional intensity 
and foresight in their behavior.?8 They state:?9 


While the operated patient may be able to function at a high level 
of efficiency in the matters of business, art, law, mechanics, and the 
like, nevertheless, there is a certain disturbance in the relationship of 
the individual with himself that permits certain characteristics to ap- 
pear—characteristics which may or may not be offensive to others, but 
about which the individual is either unaware or unconcerned . . . he 
is either obtuse or indifferent to the effect that he himself is about to 


produce on other people. He is greatly lacking in what is termed self- 
consciousness. 


Obviously, the role-taking facility of the individual changes, for 
the individual is less able to identify with others and evaluate him- 
self from their perspectives. Moreover, the individual is less con- 
cerned about himself and is less able to project himself in the future 
and to see the consequences of his behavior. As a result, the pre- 
frontal lobotomy reduces the emotional tone of the attitudes to- 
wards the image of the self.30 

Yet physiological pathology can have effects similar to those of 
arrested personality development. This arrested personality develop- 
ment would result from a fixation in role taking by which the person 
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would be less able to identify with other persons and less able to be . 
controlled by these identifications. 

The Development of Psychopathy. Some psychopaths are victims 
of faulty development, and their development shows that they have 
been emotionally deprived of intimate relationships with parent 
figures from infancy or early childhood. Because of this deprivation 
they become retarded in their facility for intimate role taking and 
become less responsive to social control. When parent figures have 
life, and when the children have not had the 
with and become attached to any parent 
ed. Because of these shift- 


been shifted in early 
opportunity to identify 
figure, their deprivation becomes intensifi 
ing and emotionally scant relationships with adults, they become 
restless, impulsive, sometimes intensely curious children. They lack 
foresight and other mental capacities; they have shallow relation- 
ships with other persons, and they are hard to restrain and hard to 
change. These developmental characteristics have been observed 
among children in nonfamilial institutions and have been noted in 
the histories of psychopaths. 

Parent-Child Relationships. Since the kinds of relationships that 
a given child may have with his parents or with other members of 
the family are so varied, a representation of a static family constella- 
tion or of given parental characteristics is not enough to explain the 
development of psychopathy. The important influences consist of 
ways in which the child and parents relate to each other and of the 
way in which the child internalizes the meanings of these relation- 
ships. Even if a child is neglected by his parents, he may still culti- 
vate binding, intimate relationships with the siblings or with other 
family members. Schachtel and Levi have shown that the children 
in a loveless family can still cultivate intimate relationships with 
other persons.31 Moreover, if the child is deprived by the parents, 
he still may remain organized and may be able to abide by the so- 
cial norms, although he may remain emotionally cold and indiffer- 
€nt to the feelings of others.?? Hence, no definite and conclusive 


personality inevitably emerges from a given set of parent-child rela- 
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tionships. Yet within this type of family situation, the child may so 
develop that he may be unable to cultivate close attachments and 
conform to social controls. 

The shift of parent figures, then, is as crucial as emotional de- 
privation in the formation of the psychopathic personality. The 
shifted child cannot form enduring primary relationships, espe- 
cially when he lacks affection and tender care. Among the settings 
in which this type of personality may very likely emerge are child 
institutions such as nurseries or foundling homes and, sometimes, 
foster families. 

Although these forms of parent-child relationships may contrib- 
ute to psychopathic behavior, the content of the interaction cannot 
be overlooked. Some parents may be so undisciplined emotionally 
or so perverse sexually that the child, having no other role models, 
may identify with them and then internalize their perverse forms of. 
behavior. Having received parental sanction from their behavior, 
he accepts their criteria of right and wrong and he may imitate their 
behavior with little or no guilt feelings. 

These parent-child relationships combine one or more of these 
features in the developmental processes of "true" psychopaths. 

Personality Development. The psychopath who emerges from 
these shifting relationships is a deprived child who tends to differ 
from the rejected child.** The deprived child's relationships with 
adults are usually very meager, barren, and distant. His emotions 
reflecting these thin relationships are shallow, simple, and direct, 
for he does not have the opportunity to acquire and to cultivate 
intense or complex feelings toward other persons. He does not 
experience the subtle, continual feelings that come with close at- 
tachments to one adult figure, and he does not learn to associate 
affection with the delights of tactual contact with the mother. The 
rejected child, on the other hand, is in continual interaction with 
his parents, and his emotional development centers about his not 
being wanted, or being despised. His emotions become complex, 
indirect, and intense, for he comes to identify with his rejecting 
parents who may have mixed feelings toward him. He sees them as 
anchor points with which to interpret his world and himself. 
In fact, by identifying with his parents in the process of socializa- 
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tion, he internalizes their viewpoints about himself and thus may 
become disturbed and even disordered. The deprived child does 
not have any adult figures with whom to identify and to regard as 
anchor points in interpreting his world and himself; hence, his 
estimate of himself is somewhat confused and is fixed around body 
gratification. 

By not acquiring gratification from close and binding parental 
relationships, the deprived child becomes fixated upon his body for 
satisfaction, whether in thumb sucking or in masturbatory pleas- 
ures. Though he may want attention, he is also apathetic to other 
persons and more concerned with bodily pleasures.*# 

He becomes less threatened by the withdrawal and removal of 
affection because he has not experienced affection sufficiently as a 
means of self-control. For example, as Goldfarb points out, deprived 
children who were shifted or who were threatened with being 


shifted to other families took the change calmly and without any 


display of emotion.?* In addition, the child’s estimation of himself 


is not bound to any single parental figure who can control him, It 
is therefore questionable whether the deprived child who eventually 
develops into a psychopath sees himself as a love object and can 
express affection, for he has not internalized the images of sustained 
parent figures who see him as a love object. In addition, he has not 
had the opportunity to cultivate the capacity for intimate role 
taking in order to reciprocate a love relationship. 

In this condition the deprived child frequently bids for attention. 
He may revert to negativistic displays such as temper tantrums, ill- 
ness, or other devices. His bid for attention is indiscriminate and 
is even displayed to strangers, for whom he shows slight fear. As 
Fenichel points out, ingratiating devices for obtaining affection or 
attention may be a compensatory means for showing oneself that 
he can be loved or that he can master his interpersonal situations. 

Moreover, the deprived child does not become disciplined, al- 
though he may adjust to a routine if external pressure is intense 


enough. Yet, basically, he finds no purposive rewards that are bound 
up with postponing and delaying behavior. His delayed behavior 
would have to be bound up with the approvals and disapprovals of 
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those identifying images who represent the right and wrong of his 
behavior. But by not internalizing the images of parent figures com- 
pletely, his norms of approval and disapproval are weak. Although 
this characterization is extreme, because no child is completely de- 
prived else he would not be human, yet this tendency is the fore- 
runner of a lack of self-restraint and of a stunted conscience. Anna 
Freud and Burlingham, who studied "infants without families," 
have made these observations about this developmental process:3* 


In the beginning of life the child is ruled merely by its own desires. 
It next learns to renounce gratifications for the sake of the parents. 
Derrick, three and one-half, said about his family mother: "If Sara 
loves me, she can't love me wet." In the next phase it begins to share 
the parent's valuations. Bridget, two years and three months, when 
placed on the lavatory after an accident during the last stage of her 
habit training, said with sudden relief: "No more weewee on the floor. 
Mummy does not like it. Jean (her family mother) does not like it, 
Bridget does not like it." The educational task is completed in each 
particular respect when the child stands firm in its newly acquired at- 
titudes, without further need to invoke the images of the people for 
whose sake this reversal of all inner values has been undertaken. It 
has then established within itself a moral centre—conscience, superego 
—which contains the values, commands and prohibitions which were 
originally introduced into its life by the parents and which now regu- 
late its further actions more or less independently from within. . . . 

It is at this point that the institutional child is at its gravest disad- 
vantage. An infant in a residential nursery may acquire the rough and 
ready methods of social adaptation which are induced by the atmos- 
phere of the toddler's room; methods of attack and defense, of giving 
in and sharing, swapping, etc.; it may further acquire conventions and 
behavior patterns in obedience to the nursery routine and in imitation 
of its elders. But neither of these processes, though adding to the 
growth of the child's personality, will lead to the embodiment of moral 
values which is described above. Identification of this kind takes place 
under one condition only: as the result and residue of emotional at- 
tachment to people who are the real and living personifications of the 
demands which every civilized society upholds. . . . Where love ob- 


jects of this kind are missing, the infant is deprived of an all important 
opportunity to identify with these demands. 


Freud and Burlingham point out further that, in this nursery 
situation, if the adult or parent figures remain distant and imper- 


? Anna Freud and Dorothy Burlingham, Infants without Families, pp. 124, 125 
(New York: International Universities Press, Inc., 1944). 
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sonal, or if the adults are changed frequently, the children will then 
show defects in their personality structure and will “be exposed to 
the danger of all kinds of dissocial development." 37 

It is not surprising, then, that a child with less inner restraints 
may become restless, randomly hyperactive, and unusually curious. 
Fenichel calls attention to the fact that for these persons, "the en- 
vironment is only an arena in which to stage their conflicts. The 
patients appear as restless, hyperactive personalities. . . "35 Healy 
and Bronner found that 53 delinquents exhibited these overactive 
tendencies in childhood or adolescence, and 25 were overactive and 
uninhibited before school age and a "few were overactive even in 
infancy." 39 However, Healy and Bronner do not specify what these 
thwartings and frustrations are, because the neurotic as well as the 
psychopathic child can be restless.*? 

In a more definitive study of emotional privation, Goldfarb in- 
vestigated the development of 15 children who, from infancy, were 
reared in an institution until about the age of 3 when they were 
placed in foster homes. He compared these institutional children 
with children who had been reared by foster parents from early 
infancy. He found that the institutionalized children showed emo- 
tional and mental deficiencies which the foster-family children did 
not display. 

The institutional children were emotionally passive, even im- 
Doverished, and lacked the characteristic inhibitory qualities that 
characterized foster-home children. Of the 15 cases, 14 were unman- 
ageable in their classes. Many were subject to temper tantrums, and 


Some were enuretic through the late juvenile and adolescent pe- 


riods, Frequently, their behavior was random, distractible, and 


nonpersevering. Their extreme curiosity resulted from an inability 
to grasp the meaning of their social situations, which left them con- 
tinually dissatisfied; hence, they were continually moved to test and 
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to try out situations on a trial-and-error basis rather than on a re- 
flective sizing-up process.*? 

Although they were emotionally passive, they continually de- 
manded affection and attention. Their demands for affection were 
on a physical and sensual level, by continual hugging and kissing. 
Nonetheless, they could not reciprocate these relationships. Despite 
their insatiable demand for attention, they did not enrich their 
capacities to form social ties. During adolescence, they were emo- 
tionally isolated, socially removed, and cold. They were not respon- 
sive to "normal motivation" and could not be appealed to conform, 
as could other children. 

Their capacity for abstraction was also retarded, particularly 
in terms of time and space. They had difficulty envisioning the 
consequences of their wayward actions. Because of their poor con- 
ception of time, they would come home from school hours late. 
Although repeatedly warned against such behavior, because of 
spatial deficiencies, they would run off sidewalks or wander away. 
Their lessened ability in foresight and their inability to appraise 
a total situation made them repeat their mistakes over and over 
again. Moreover, their meager emotional reactions were supple- 
mented by the virtual absence of anxiety after acts of cruelty, 
aggression, or hostility. They were unmoved by failing in school, 
which sometimes bewildered.their foster parents who did not know 
how to motivate them. Even severe punishment and parental 
threats of removal from the home were of no avail.43 Seemingly 
true psychopathy is formed in early life, perhaps before the age 
of three, or at the latest by the age of five. 

Spitz found marked developmental differences in the first years 
of life between deprived children in a foundling home and illegit- 
imate children of delinquent minors in a nursery.‘ Although the 
children in the foundling home apparently had better-endowed 
parents, they did not have a mother or a substitute mother, but 
each shared the attentions of a nurse with seven other children. The 
nursery children received far greater attention from their mothers, 


* William Goldfarb, “Psychological Privation 
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each of whom was in constant competition with the others in caring 
for her child. The effect of these differential mother-child relation- 
ships was that the foundling-home children became retarded and 
even declined in their development and that the nursery children 
remained normal.*? The significance of these early primary relation- 
ships explains in large part why such children as Anna and the Wild 
Boy of Aveyron were regarded as feeble-minded and why they could 
not be successfully socialized.*9 It reveals, too, why psychopathic 
behavior can be so readily attributed to “constitutional” factors. 

Although Walter Manson, who was so elaborately described by 
Karpman, was removed from his family at the age of 6, he was even 
at that time unaware of a primary relationship. Since Manson wrote 
his autobiography at the age of 36, when he was an opiate addict 
and had been psychotic, it is difficult to say what transpired during 
his early life; for he goes back only as far as his fourth year, and dis- 
Cusses this period very briefly and vaguely. Karpman indicates, 
however, that Manson's difficulties arose after his departure from 
the family, although these difficulties were somewhat in evidence 
before. i 


In brief, the psychopath develops within a matrix of distant and 


impersonal parent-child relationships, and especially amidst chang- 
ing and emotionally depriving parent figures. Although this reek 
of primary relationships occurs in early life, it cannot be said aoe 
nitely how early, although the evidence often points to the perio 

before the age of 3. Presumably, this deprivation may lead, to 
Psychopathy when it occurs after the symbolic period, namely, from 
2 to about 5, although the arrested development should not be = 
Severe. Another significant fact is that faulty development may lea 

to behavior which is somewhat similar to brain injury or under- 
development. In both instances, not only is behavior disorganized 
and the capacity for self-reference impaired, but also such, mental 
Conditions as lack of foresight and inability to concentrate are 
evident. This developmental process can be further illustrated in 


the following case of Channing Nogg. 
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The Case of Channing Nogg 

Channing is a 9-year-old white boy who was referred for treatment 
because of his destructive and incorrigible behavior. Among other deeds, 
he has stolen from his foster parents, set fire to bedding, and to waste- 
baskets, and recently tried to set fire to a shack by pouring gasoline over it 
because it "thrilled" him. He had broken windows and caused such other 
damage to the neighbors' property that they complained repeatedly. Very 
curious and intense about sex, he masturbated persistently and had en- 
gaged in sex play with other children in the neighborhood. Attempts to 
correct his curiosity were in vain. A persistent liar, he did not become 
disturbed when his lies were proved to be impossible. He had stolen money 
or small articles from his foster parents. Once he threw a rock at a small 
child who irritated him, causing a wound which required stitches; he 
killed two pets that belonged to another family, had broken the neigh- 
bors' windows, and tried to damage a hothouse plant near his foster home. 
When confronted with his depredations, he seemed unashamed and un- 
moved. 

Channing has no physical defects, is attractive in appearance, glib and 
ingratiating, and above average in intelligence. The Thematic Appercep- 
tion Test revealed few if any signs of self-reproach or anxiety. His responses 
to the test did show self-centeredness, little or no fear of adults, the portrait 
of a social world as cold and impersonal, and a need for acting out his 
aggressions. 

Channing Nogg is the illegitimate son of a borderline feeble-minded 
mother who had a mental age of about 9 and a father who was of border- 
line intelligence. His maternal grandmother was committed to the Kanka- 
kee State Hospital, then released; his maternal grandparent was epileptic. 
His grandparents were married after the grandfather served six months 
in jail. His mother had four illegitimate children from different men, was 
an intermittent prostitute and a beggar, and was eventually committed to 
an institution for the feeble-minded. His father, who was a ne'er-do-well 
with an LQ. of 88, disappeared soon after Channing was born. 

By the age of 1 year, Channing was entrusted to a home-finding society 
by the juvenile court because his mother was declared “unfit” when she 
was apprehended soliciting on the streets. By the age of 3 he had been 
moved to three foster families, because his foster parents complained of 
illness in the family, because of his overactivity and problem behavior, and 
because of his difficulty with toilet training. He was enuretic until 4. By 
the age of 9, he had been transferred to ten different families, and every 
foster parent commented upon his intransigent and destructive behavior. 
His more recent foster parents reported the following pattern of his be- 
havior. He tried to win his way into their affections; then, after he was 
certain that they liked him, he became destructive. Though he seemed to 
listen to their instructions, he did as he pleased afterward. When he did 
anything wrong, no matter how serious, he was unaffected, When caught 
lying, he persisted in his story. Some of his foster parents explained at 
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length to him that they knew he was lying, but to no avail. For instance 
he once spilled some nail polish on his hands. When asked what he thet 
Takis sss he gums solemnly: berg is nothing on my hands. I don’t 
: at you are talking about." He looked his foster mother squarely 
in the eye as he spoke. 

In his last foster home, he had been liked but had remained uncon- 
trollable. The foster parents claimed that they were very affectionate to 
him and that he scemed to return their affection in a superficial manner, 
until things did not go his way. Then he became hostile, impulsive, and 
destructive. Once he threw a rock at his foster mother because she did not 
want to go in the direction he wanted to go. Although he got along with 
other children, he did not make any close friends, and at times fought with 
his playmates. He fought with them whenever they frustrated him. Despite 
this difficulty, he was accepted by other children. 

y At the time of the interview he was in the third grade on trial promo- 
tion, but in the past he had failed the second grade and had to repeat it. 
Very inattentive in class, he seemed to daydream and to be very restless. 
Expressing no interest in school, he could not understand why he had to 
attend school. Consequently, he truanted at every opportunity. When he 
escaped from a detention home where he was sometimes committed, he 
had no fear in approaching a stranger and asking him for shelter for the 
night. In bidding for sympathy he would say that he had no father or 
mother. When his tales were found to be untrue, he expressed no remorse 
and no shame, 

1 Despite repeated assurances that he wt 
Unued to indulge in hostile, irresponsib 
times he seemed sincere about changing h 
he had to receive attention from adults ev 
it. He felt that he was at his best only when he received attention, 


favorable or punitive. 


ould conform and behave, he con- 
le, and destructive behavior. At 
is ways, but he also claimed that 
en if he had to misbehave to do 
whether 


The Acting-out Neurotic 


The acting-out neurotic is often confused with the “true” psycho- 
Path because his external behavior seems so similar. Yet the per- 
Sonalities of the two types difler markedly. First, the acting-out 
Neurotic does experience feelings of guilt and has the makings of 
4 conscience. As such, he may feel a subconscious need to be pun- 
ished for his misdeeds. The psychopath, on the other hand, projects 
blame onto others and rarely feels guilty. Second, the acting-out 
neurotic can establish primary relationships, perhaps to a lesser 
degree than the ordered person but far more so than the psycho- 
path. Third, the acting-out neurotic resorts to his hostile behavior 
as a compensatory defense against anxiety; the psychopath experi- 
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ences a minimum of anxiety. The style of life of the acting-out 
neurotic is such that he moves against people and organizes his 
behavior around overt hostility. Because of his hostility he tends 
to feel isolated, and this isolation may make him extremely self- 
centered or self-concerned. Moreover, this may deter him from get- 
ting close to people. The psychopath has little need for people 
except to use them. Fourth, the acting-out neurotic, who can iden- 
tify with others, may then become amenable to change, particu- 
larly under certain conditions of intense identification with the 
therapist. The "true" psychopath, who cannot identify with others, 
seems impervious to change or to treatment, at least under present- 
day techniques. 

Yet both have much in common. They are continually in trouble 
and are maladjusted. Both seem to have no life plan or integrated 
goals and live for the impulsive moment. Both tend to concentrate 
upon the present, although the acting-out neurotic may possibly 
grieve about his past. Both seem to behave in a manner which is 
essentially self-defeating and erratic. Both may exercise poor judg- 
ment, seem not to learn from experience, and seem completely un- 
dependable and often irresponsible. 

The Development of the Acting-out Neurotic. The development 
of the acting-out neurotic is characterized by a very permissive 
parent, usually the mother, and by a distant or hostile parent, usu- 
ally the father. The parental constellation occurs in these cases 
again and again. Greenacre found that the parental constellation 
consisted of a “stern, respected, and often obsessional father who is 
remote, preoccupied, and fear-inspiring in relation to his children, 
and an indulgent, pleasure-loving, frequently pretty mother who is 
often tacitly contemptuous of her husband's importance." 47 Gen- 
erally, Greenacre found a definite discrepancy between the parental 
attitudes concerning their children’s experiences.48 Though Green- 
acre’s subjects were from upper middle classes, this family constel- 
lation is also evident in lower classes. 

Generally, the child is either tacitly or overtly approved in his 
predatory or variant activities, and as a result he feels slight guilt 


“Phyllis Greenacre, “Conscience in the Psychopath,” American Journal of 
Orthopsychiatry, July, 1945, 15:8, p. 498. 
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concerning it? "In no instance in which adequate psychiatric 
therapeutic study of both parent and child has been possible," says 
Szurek, “has it been difficult to obtain sufficient evidence to recon- 
struct the chief dynamics of the situation." Frequently, the mother, 
although the father also is involved in some way, unwittingly en- 
courages the “anti-social behavior of the child.” 5° Johnson indi- 
cates that the therapy of acting-out children was difficult because 
the attitudes of guilt developed toward the therapist were counter- 
acted by the-unwitting permission of the parents. Consequently, 
the child became confused, then more fearful of the therapist, and 
eventually stopped going for treatment to avoid further confusion. 
Even mild "acting-out" cases could be treated only when the impor- 
tant parent, whether mother or father, was also treated.! Some 
children did not measure up to the perfectionist expectations and 
hopes of one or both parents. To escape from their anxieties about 
ever achieving these goals, they reacted by hostile and destructive 
behavior. Some responded this way, too, as a result of shocking 
€xperiences in early life. : 

The neurotic is supposed to limit his aggressions to fantasy. 
Hence, the "acting-out" neurotic seems to be an anomaly. Actually, 
however, the neurotic who acts out his hostility has many similari- 
ties to the neurotic who limits his aggressions to fantasy. Both re- 
act to anxiety; both are overcome by guilt feelings; and, in the last 


analysis, both are self-defeating in their behavior. The differences 


are symptomatic rather than basic, and they indicate the kinds of 


defenses to which different neurotics may resort. In addition, the 
different social definitions of their symptoms may give them dif- 
ferent roles in society, and these divergent roles may affect their 
self-conceptions and their relationships with other persons. 

Why one neurotic expresses his hostility overtly and another 
neurotic expresses his hostility in fantasy is still not completely 
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known. It seems that some types of neurotics, particularly obsessives, 
are incapable of acting out their hostile fantasies. As a result, they 
seldom become acting-out neurotics. Janet has pointed out the 
following relevant observations:?? 


It is not strange that in so many observations of criminal obsessions 
bearing upon more than two hundred patients and collected during a 
dozen years, I could not observe a single real accident? I have never 
seen any crimes committed, any suicide accomplished by one of these 
obsessives. It cannot be due only to chance. It must be that in these 
obsessives, the tendency to act out is very weak. 


In some instances the types of approval which the neurotic gets 
may stimulate him to act out his behavior. The overt hostility may 
become a compensatory means for social approval from his associ- 
ates, which he does not get from his parents. It indicates, too, that 
the neurotic as well as the ordered or stable person, can be intro- 
duced into delinquent activities. Another important fact concerns 
the attitudes of one or both of the parents. In some instances one 
parent may have such hostility to the other parent that, tacitly, 
either may want the child to act out his aggressions although he or 
she may not say so directly. The child may respond to hurt his 
oppressive parent, whether his father or his mother, by his self- 
defeating and disgraceful behavior. Thus, the whole problem of 
the individual's acting out his behavior is involved in a develop- 
mental process. 

Healy and Bronner, in their comparative study of delinquents 
and nondelinquents, have described a case in which this acting-out 
behavior was a direct reaction against the parents.?* In contrast to 
his brother, the delinquent subject, who was the youngest child in 
the family, was healthier and more intelligent. But the control's 
behavior was uneventful both at home and in school. The delin- 
quent was a difficult problem even in his first year in school. He 
was hard to control, spoiled, and wanted his own way. By the age 
of 10 he was studied at the clinic because he displayed many nervous 
habits and fears. By the age of 14, he had engaged in a long line of 
delinquencies, some of which were very serious. He admitted that 


= Pierre Janet, Les Observations and La Psychasthenie, p. 78, Vol. I [Paris: 
Alcan (Librairie, Felix), 1903]. 

* William Healy and Augusta F. Bronner, New Light on Delinquency and Its 
Treatment, pp. 81-83 (New Haven, Yale University Press, 1936). 
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he began his delinquencies at the age of 8. Moreover, he ran away 
from home at least ten times. 

The parents were immigrants who had a shop in front of a house 
that they owned. The father was a stubborn, tense individual who 
often got drunk and was very harsh to the boy during his juvenile 
period. When the subject was 11, the father devoted much of his 
time in trying "to manage" him. Apparently, because of the father's 
previous harsh and repressive tactics, an intense antagonism arose 
between father and son. Although the mother was forgiving and 
rarely scolded the subject, she was somewhat rejective of him. The 
older brother also took a hand in punishing him. 

The curious result of these parent-child relationships was that 
the subject could not stand praise. When he was praised, he became 
uncontrollable; yet when he was punished he engaged in further 
delinquencies. But, as Healy and Bronner emphasize, he seemed to 
ask for punishment. At one time he gave himself up to a policeman. 
At other times he claimed that he would have to punish himself if 
nobody else did, or that he would have to be sent to a reform school. 
He dreamed frequently of being involved in some disaster. He 
claimed that he resorted to his delinquencies out of an uncontrol- 
lable compulsion. 

Although many features of this history are omitted by Healy and 
Bronner, such as the family constellation and parent-child relation- 
ships, the neurotic reactions and self-chastisement indicate the 
pattern of development of the acting-out neurotic. When he was 18 
years old, the subject began to be treated; he also began to behave 


much better, although his final outcome is not revealed. 


The Self-centered, Overindulged Person 

Another acting-out personality is the self-centered, overindulged 
Person who closely resembles the psychopath. Yet he differs from 
the psychopath because his difficulties may emerge during adoles- 
cence. He may be quite attached to one of the parents, is a rather 
Overprotected, spoiled child, who seems to expect and to demand 
à lot from his parents, and he continues his demanding ways from 
Persons outside the family. Nonetheless, under certain conditions 
he is amenable to personal change. 


The spoiled immature type usually 
*ties and does not have intense feelings 


does not have intense anxi- 
of guilt, as the acting-out 
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neurotic does. His hostility does not result from intense anxiety but 
from immaturity, although he appears to approximate the neurotic 
to a greater degree than does the "true" psychopath. Aichhorn con- 
sidered this type to be a product of the excess of love. He stated 


This type of delinquency develops because the mother, or in some 
instances, the father, is not equal to the task of rearing the child. . . . 
Since such a mother is ready to do anything to keep her darling from 
suffering the slightest discomfort, she is unable to subject him to any 
denials. Punishment upsets her more than it does the child. Weighed 
down by cares for him, she worries continually about his welfare and 
cannot demand from him any postponement of renunciation of pleas- 
ure. She clears out of his way all disappointments and obstacles which 
the child must learn to face and overcome in later life and thus she 
robs the child of initiative. . . . Any criticism of him is as painful as a 
personal insult. The child's playmates are very severely criticized if 
they offer resistance to his having his own way. The child is the center 
of interest and lives without restraint. . . . 


Hence, this child is encouraged to remain immature, to expect 
things from others, to concentrate upon gratifying his own desires, 
and to be averse to postpone or to delay his basic wants. 

Levy, in his studies of maternal overprotection, differentiates 
between the acting-out type who emerges from parental depriva- 
tion and the acting-out type who emerges from parental overindul- 
gence. The "true" psychopath seemingly is unable to cultivate 
identifying relationships. The overindulged person can cultivate 
warm social relationships, but he too exploits them for his own 
advantage.55 This type is very self-centered, parasitic, cannot keep 
a job, and is seemingly unaffected by training or experience. Of 
Levy's cases, one led a criminal career and another lived off his 
wife's earnings. This type expects uncritical maternal support and 
devotion as the central focus of his life scheme. Levy has described 
such a child in his study of overprotected children.5" The subject 
was the only criminal in Levy's series of cases. 


^ From Wayward Youth by August Aichhorn, p. 201, reprinted by permission of 
The Viking Press, Inc., New York. 
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Robert: an Overindulged and Deprived Personality 


By the age of 25, the subject had spent ten years either inside prisons 
or on parole. His delinquent career started before his fourteenth year 
when he was first referred to the clinic for treatment. The subject was glib 
and charming in conversation, and his intelligence level was in the “high- 
average” category. 

His development differed from the other subjects in this series because 
he experienced both overprotected indulgence and deprivation. Since the 
mother had to help support the family, she was unable to supervise her 
son’s schoolwork and his social life. Consequently, she was unable to 
stabilize his school life and deter him from delinquent influences. His 
early delinquencies apparently began when his school assignments became 
hard for him and he began to truant from school. It is not unlikely, how- 
ever, that the other delinquents may have influenced him to be truant. 

When the mother was with Robert she was always overindulgent and 
insisted on rearing the boy as she wished, regardless of her husband’s 
attitude. When the stepfather wanted to punish him during infancy, she 
interceded and warned him that she would leave home if he ever touched 
him. “Robert is my life,” she claimed. As a result, the stepfather not 
only never punished the boy but, on the contrary, gave in to the sub- 
ject’s wishes. Moreover, the stepfather had little to say about Robert's 
rearing, and though he disagreed with the tactics of the mother, he al- 
lowed her to rear the subject as she pleased. "m 

Robert was allowed to keep his own hours, had no home responsibil- 
ities, was permitted to attend the movies when he wished, and was given 
à one-dollar allowance per day. When he returned home from outdoors 
his meals were usually ready for him. On the other hand, Robert disobeyed 
his mother, did pretty much as he pleased, stayed up late and got up 
late, and went out to play when his mother asked him to stay at home. He 
Was boastful, overly familiar, and had an exaggerated ease of manner. 

He was considered a sissy by the peer group and had been nicknamed 
“Mary.” His irresponsibility was demonstrated on a camping trip when he 
let his companions and the group worker do all the work, He was careless 
with things and even insisted on discarding a campfire grate because he 
did not want to I take it home. ' 3 

In school he bep be four terms. Though good in English, he was 
Véry poor in arithmetic, yet he seemed unconcerned. He truanted, was 
boisterous, left his seat to look out the window, and appeared bored in 
School because he claimed "the work is too easy. He wore sneakers to 
School although expressly forbidden to do so. He masturbated in the class- 
SS and, in one instance, expose Pie RU 2 A Despite his mis- 
chief and misbehavior, “his parents do nothing abe . : 

The na M to him that it was difficult for her to think 
9f losing him, and at one time she claimed that she “would like to hang 


On to him until he is about 30 or 35^ 
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The Cultural Deviant 


The cultural deviant is a product of a particular subculture 
which sanctions activities that are considered antisocial or inade- 
quate by the larger society. Despite this behavior the cultural de- 
viant may have feelings of guilt, can conform to social controls, 
is capable of identifying with others in his immediate groups, and 
can modify his behavior. Yet his antisocial behavior, because it is 
sanctioned, usually does not create guilt feelings. When two widely 
disparate cultures exist side by side, this deviant behavior is not 
unlikely. Carothers calls attention to the fact that the natives of 
Kenya, when judged by Western standards, would be considered 
“psychopathic.” 57 Some habitual delinquents in our culture exem- 
plify this deviant type. Though considered antisocial by the larger 
society, stealing is sanctioned in some subcultures, and the individ- 
ual participant acquires his behavior patterns by participating in 
these deviant groups. Yet too often this cultural component is over- 
looked in differentiating between the cultural deviant and the 
psychopath. The essential problem, then, is one of differentiating 
between the acquired norms of a subculture and the personality 
components of the particular deviant. The following case of James 
Martin describes a person who was a habitual delinquent and who 
was labeled as a “psychopathic personality" by the prison psychi- 
atrist.5? This psychopathic label is not unusual in view of the fact 
that many clinicians regard habitual criminals as psychopaths.^? 


The Case of James Martin 


His four brothers were delinquents and criminals. Yet, when he and 
his brothers were provided with economic opportunities and were treated 
in a "friendly, informal and confidential" way, they responded to this 
treatment and became reoriented to conventional and useful pursuits. 

At the age of 21, when James wrote his autobiography, he had spent 
one half of his life in reform schools, jails, prisons, and other state penal 


= James Carothers, “A Study of Mental Derangement in Africans and an At- 
tempt to Explain Its Peculiarities, More Especially in Relation to the African 
Attitude to Life,” Psychiatry, February, 1948, XI:1, pp. 47-86. 

"Clifford R. Shaw et al. (editors), Brothers in Crime, pp. 220-255 (Chicago: 
University of Chicago Press, 1938). 

=L, Kolb states: “Habitual criminals are psychopaths and psychopaths are ab- 


normal individuals. . . ." L. Kolb, “Types and Characteristics of Drug Addicts," 
Mental Hygiene, 1935, IX, p. 301. 
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institutions. His difficulties with enforcement officers began from the time 
he was slightly older than 6, and lasted until he was 24. 

His parents, Polish immigrants, settled in a typical first-settlement zone 
near a factory district. As far as is known, none of his ancestors was psy- 
chotic or had been committed to a mental hospital. 

His father, an unskilled laborer, intermittently worked at odd jobs, but 
being an alcoholic he dissipated a large share of his salary in drinking. But 
alcoholism was prevalent among men in the community. Most of the men 
Who worked in the near-by railroad yards and factories customarily gath- 
ered in the corner saloon on paydays to squander their money. 

James’ mother, however, was a hard-working woman who was prudent 
enough to save what money her husband did earn to bridge the lean days 
of unemployment and drinking. Pious, self-effacing, she devoted her life 
to her family and to her children. In retrospect James said, "As I think of 
all the hardships and troubles my mother went through when I was a 
small child, I feel ashamed of myself for causing her more trouble by being 
the kind of boy I was. . . . She was kind to me when I was small. Way 
back, since I can remember, she was always working, washing clothes, 
cleaning house, administering to our needs. . . . About the only diversion 
she took was to go to church.” The father, however, was an indifferent 
figure who seemed too concerned with his own difficulties to bother with 
the children. Hence, he seemed somewhat distant to the children and they 
did not become attached to him. tr 

At the age of 6 James began to help the family in obtaining the sheer 
Necessities of life, such as food, clothes, and rent. In fact, begging was a 
family pattern in which all members at different times participated. When 

egging with his brother, James’ practice was to beg if the residents were 
at home, but if they were out, he and his brothers would break into the 


house and steal, 


Delinquenc was both a family pattern and 
The neighborhood boys stole from local fruit stands and from the counters 


of large department stores. By the age of 8, when: James was arrested for 
burglary, his two older brothers had already been committed to penal 
Institutions, By the age of 9 he had been persuaded by his brother and a 
friend to help them break into a barbershop. 

Conforming to this deviant pattern, he became a truant as well as a 
thief. When the school reported his chronic truancy to his parents, he lied 
about his absences. Slightly scared when his mother threatened to spank 

im, he “wanted -to go back to school and behave, but the older fellows 
always taunted me saying I was a sissy. - - - Then I would go with them 
to do ‘jobs.’ " His begging and depredations were mainly from rich people 
and seldom from poor people. In fact, he seemed to identify with the 
Poor and helpless and considered almsgiving a token of good luck. 

By the age of 10, after being arrested for burglary, he was sentenced to 

t. Charles for three years, at his own request, in order to be with his 

Tother, Michael. In the three years he became much tougher and began 


a neighborhood pattern. 
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to hate the authority he met. After his release he continued burglarizing 
and stealing cars. But again he was caught and sentenced to St. Charles. 
While there, his father died, and James was permitted to attend the 
funeral; but, seemingly, he felt little attachment for his father. 

Paroled to a farmer, James escaped and returned to his former associates 
and to stealing. Caught again, he was returned to St. Charles. "Thereafter, 
he tried to escape at every opportunity. Finally, he was made an officer of 
a cottage and conformed to the routine. 

At this time he had his first sex experience, but he abstained from 
“gangshags” in which a group of boys would successively have sex rela- 
tions with a single girl, though it was not uncommon in the neighborhood. 
After being in and out of St. Charles a few times, he was finally released. 
Unable to become interested in or to hold a job for long, he worked inter- 
mittently. When unemployed, he loafed around the parks, and when the 
idleness irked him he and some neighborhood companions began stealing 
cars which they sold to a “fence.” A confirmed automobile thief, he finally 
was caught and sentenced to the Illinois State Reformatory, where he was 
at the time he wrote his autobiography. 

Throughout his life, from childhood to late adolescence, he was em- 
bittered and hostile to adult authority figures. “. . . the maltreatments in 
city and state institutions where I spent most of my childhood, induced me 
to avenge myself against the city and state officials." 

On the other hand, his need for association with other boys and adoles- 
cents, and the influence and censure which they exerted, had a sustained 
effect upon his criminal career. Actually, his intimate friends did not re- 
gard him as a successful thief. 

“To put it all in one statement, I didn't want to steal or take any chances 
in stealing but I did it anyway. Down in my heart I hated to go out and 
steal with other fellows, but I went with them to avoid 'ridicule.' " 90 


Comparison of the Four Types 


The representative four acting-out types, which we have de- 
scribed, were all delinquents and were also diagnosed as psycho- 
pathic personalities.? Yet, upon closer inspection, we noted that 
despite certain similarities there were distinct personality differ- 


* Clifford R. Shaw et al., Brothers in Crime, p. 250 (Chicago: University of 
Chicago Press, 1938). The psychiatrist who examined Martin concluded as fol- 
lows: “This case raises serious questions with regard to the validity of the 
psychiatric classification of prison inmates and of the still somewhat prevalent 
belief that only an intrinsically abnormal individual can exhibit criminal be- 
havior. The writer's recent examination of James did not reveal any evidence of 
psychopathic personality or mental abnormality.” Ibid., p. 323. 

*! See Paul William Preu, “The Concept of Psychopathic Personality," Person- 
ality and the Behavior Disorders, edited by J. McV. Hunt, p. 928 (New York: 
The Ronald Press Company, 1944), 
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ences among them. These differences provided the bases for a more 
consistent classification, which included (1) the "true" psychopath, 
(2) the acting-out neurotic, (3) the self-centered indulged person, 
and (4) the cultural deviant. 

Basic Differences. The “true” psychopath tends to be unable to 
identify with others, has minimal feelings of guilt or anxiety about 
his misadventures, lives in and for the present, has shallow emo- 
tional feelings toward other persons, and is very self-centered be- 
cause of his indifference to others and because he concentrates upon 
satisfying his immediate wants. Yet the “true” psychopath does 
understand the difference between right and wrong, can adjust to 
others on an impersonal or casual level, and does respond to adverse 
reprimands for the moment. The basic causes of psychopathy may 
be either damage to the brain, especially to the frontal lobes, or 
emotional deprivation in early life, which comes about either from 
very negligent and/or shifting parent figures. The psychopath who 
1$ a victim of emotionally deprived parental relationships tends to 
be restless and uninhibited even as a child. Hence, this early fixa- 
tion may make the “true” psychopath impervious to personality 
change. 

The acting-out neurotic does experience feelings of guilt, does 
have intense feelings of anxiety about his depredations, is ambiv- 
alent about his attitudes toward other persons, and may have 
intense attitudes of hostility toward others. Though self-centered, 
he is self-preoccupied and fundamentally tends to have a low con- 
ception of himself. The acting-out neurotic may have a capacity for 
identifying with others, but this capacity is usually obscured by his 
hostility and self-reproach. The acting-out neurotic tends to emerge 
from a family constellation in which he has a very permissive 
mother and an aloof and/or hostile father. Under certain condi- 
tions of expert therapy, the acting-out neurotic may be amenable 
to personal change. . 

The self-centered immature type is primarily a product of exces- 
Sive permissiveness and of lack of restraint by the parents. The over- 
indulgent fulfillment of his demands and the parental attempts 
to create a social center around him, result in a spoiled, demanding, 


irresponsible person who shirks his obligations and who becomes 
ce he does not experience intense 


and remains very immature. Sin int 
who deliberately or unwittingly 


Proscriptions from his parents, 
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sanction his behavior, he tends also to develop a weak conscience. 
The extent of this type’s immaturity would affect his capacity to 
change. When the immaturity is not too deeply rooted, personal 
change can come about. In other instances personal change is more 
difficult. 

The cultural deviant tends to be a normal and accepted person 
within his immediate milieu. This cultural deviant may be a stable 
and even mature personality whose norms of behavior differ from 
those of conventional people. On the one hand, his behavior does 
not indicate psychopathic immaturity because he can cultivate in- 
timate relations with others and does feel guilty about matters 
which are considered reprehensible by his immediate group. Like 
the other acting-out types, he tends to express his hostilities overtly. 
On the other hand, he is not overcome by undue anxiety and by 
feelings of guilt. This is manifested in his relationships with the 
mother and with the father. When the cultural deviant, as in the 
case of James Martin, feels a definite attachment to the mother and 
not an undue hostility to the father, the parent-child relations may 
not create the neurotic constellation that we see in the acting-out 
neurotic. Hence, under given conditions, the cultural deviant is 
amenable to personal change. 

Similarities and Differences in Delinquent Behavior. Though all 
the types we described were delinquents, they acquired their delin- 
quent attitudes and activities in different ways. Walter Manson, 
the "true" psychopath, stole as an impulsive means of getting what 
he wanted, even during childhood. Later, however, Manson con- 
sorted with different delinquents and criminals and was introduced 
into a criminal subculture. James Martin, on the other extreme, re- 
sorted to crime by conforming to accepted cultural practices in the 
family and the neighborhood. It was taught to him by his brothers, 
and by his companions, from a very early age. Robert seemingly 
resorted to delinquency as a means of being accepted socially by 
his peers. The acting-out neurotic got the social approval in the 
delinquent group which compensated for the intense ridicule and 
disapproval which he received from his father. Robert resorted to 
his truancies and crimes as à means of least resistance and from the 
influence of other delinquents in order to avert more difficult and 
responsible behavior in school. 

Other similarities in their activities show a general hostility to 
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persons or to "society," an inability to orient themselves around 
conventional activities, to conform to routine, to work out a life 
plan that would receive conventional approval. All four types were 
continually in trouble and continually placing society on the defen- 
sive, with respect to their behavior. 

Psychopathy and Drug Addiction. It is often claimed by psychi- 
atrists that drug addicts and alcoholic addicts are psychopathic. 
Some investigators have claimed that only psychopaths become 
addicts.?? Yet the causes of addiction and the behavior of the ad- 
dicted are different. 

While it is true that some psychopaths become drug addicts, it is 
also true that ordered persons also become drug addicts. The cause 
of the addiction does not reside in the personality type. It resides 
in linking the distressing withdrawal symptoms to the opiates, and 
thereby creating an ineradicable cause-effect sequence from which 
the addicts can seldom liberate themselves permanently. Hence, per- 
sons who take to drugs for medical reasons can as readily become 
addicted as those who operate on the limbo of society and who can 
meet, associate, and be induced to imbibe the drug. 

Whether psychopaths more readily seek out or succumb to drug 
addiction is not known. What is known is that the psychopathy 
Der se is not the cause of the addiction. Rather, it seems that in the 
search for pleasure, it .is possible that they may come to use drugs. 
The “true” psychopath, Walter Manson, interestingly enough, was 
a drug addict. The other acting-out types we described were not 
addicts. In large part, it seems that the associates whom the psycho- 
Paths select may contribute to their becoming addicted. In fact, 
as Lindesmith points out, no controlled studies have been made 
to show that a higher proportion of psychopaths are among drug 
addicts than nonaddicts; that the term “psychopathy” is loosely 
defined, as it very obviously is by these investigators; that none of 
the studies which link addiction to psychopathy was made before 
the addiction occurred; and that criminality is sometimes used as 
evidence that the subject is a psychopath, although, as we have 
shown, criminality is not necessarily an outgrowth of psychopathy. 

Yet, after the addiction has taken root, then the particular person 
$0 reorients his behavior that securing the drug becomes the central 


"See Alfred R. Lindesmith, Opiate Addiction, pp. 141-145 (Bloomington, Ind.: 


Principia Press, Inc., 1947). 
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aspiration of his life. In this condition the addict may behave as if 
he were a psychopath; for no long-range goals, no sustained relation- 
ships, no feelings of self-condemnation may be able to deter him 
from further addiction. His strategies of life may change, his sense 
of values shift, and his modes of relationships be revised. But this 
change results from the very strong craving for the opiate. The ex- 
ternal behavior as well as the attitudinal changes do not, however, 
mean that drug addicts are necessarily psychopathic before they 
became addicted, although they may behave like psychopaths after 
the addiction has taken hold. 

Antisocial Personalities and Society. Conventional society is usu- 
ally hostile to the antisocial person. Such a person is considered 
a menace, and conventional society responds to him in a manner 
which frequently compels him to remain: hostile. The usual con- 
ventional attitude is exemplified in the notion that the antisocial 
person, commonly called "the psychopath," cannot change, is not 
amenable to treatment, and hence should be either punished or 
segregated. In a characteristic case which appeared in the news- 
paper, an individual who may very well have been a “true” psycho- 
path was convicted for slaying a 16-year-old girl. He had been 
arrested previously for robbery. After a prolonged examination at 
that time, the prognosis of the case was that he was not treatable 
because the diagnosis showed that he was a “psychopathic person,” 
immature and with “anti-social trends.” 63 His history showed dif- 
ficulties from early childhood. From the time he started school, he 
was a truant, was arrested many times, and was usually in trouble. 
Despite his record, he was not considered “treatable” by the court 
and no help was given. In this instance a psychopathic disorder was 
recognized but the clinicians as well as the court were relatively 
helpless because society does not provide institutions for this specific 
type of disorder. 

Since the judicial institutions gauge antisociality in terms of the 
character of the offense rather than in terms of the personality and 
since the past offenses of this individual happened to be light, he 
went free. Obviously a more concerted approach for handling this 
type of person is necessary. As yet there are few if any facilities or 
institutions for dealing with this type. Research, apart from that 
of diagnostic differences, has also been scattered. 


* Chicago Daily News, June 9, 1950, p. 1. 
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The more important fact is, however, that other acting-out per- 
sonalities who may be amenable to therapy are confused with the 
psychopath and, as such, are ignored. Bromberg reports that, while 
in the Navy, he attempted to treat a patient diagnosed as ““psycho- 
pathic personality” but who was very likely an acting-out neurotic. 
Bromberg met open resistance from the other naval officers who felt 
that there was “no use" trying to modify psychopathic behavior. He 
paraphrased their attitudes as follows: “You cannot cure criminals. 
Don't try it. They require punishment." °t Despite their opposition, 
he persisted in treating this person and with some success. But treat- 
ment stopped when Bromberg left the Navy. 

It is only recently that definite, concerted efforts have been made 
to treat acting-out behavior, and as these attempts continue, clini- 
cians are becoming more encouraged to proceed further in their 
treatment of these acting-out personalities. But these treatment 
techniques are confined largely to children with behavior problems 
and to adults who can afford private treatment. As yet, little work 
of this kind is done in institutions where it is most needed. 


Summary 


The category of disorders known as "psychopathy" is fraught 
with confusion and inconsistency. The confusion is so great that the 
term “psychopathy” denotes a series of loosely related disorders and 
has been relegated to a “wastebasket” category. This confusion has 
been the result of applying symptomatic criteria and social evalua- 
tons as well as personality dynamics in analyzing and diagnosing 
acting-out personalities. The psychopath is often diagnosed on the 
basis of such prepsychotic traits as schizoid and cycloid, or of such 


reactions as eccentric or explosive, or by such subcultural labels as 


Prostitute or criminal. Consequently, persons who become deviant 
ho manifest defi- 


because of the influence of a subculture, persons w 
nite handicaps in their role-taking facilities and who feel no guilt, 
and persons who are overburdened with guilt and self-reproach 
are lumped together. This inconsistency becomes further compli- 


cated when the term “psychopath” is used as a derivative of psycho- 

Pathological behavior and as a synonym for markedly abnormal 
“w, Bromberg, “Dynamic Aspects of Psychopathic Personality,” Psychoanalytic 

Quarterly, 1948, 17, pp. 58-70. 
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behavior.95 Sometimes, “psychopathy” is applied to marginal cases 
which do not fit the standard psychotic and neurotic categories. In 
view of this confusion and in order to arrive at a sharper and clearer 
concept of "true" psychopathy, the concept had to be differentiated 
from other acting-out disorders. By analyzing the personality dy- 
namics and by tracing the sources of arrested development of these 
acting-out personality types, we found that typological differences 
emerge. 
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CHAPTER THIRTEEN 


Psychotherapy as a Function 
of Social. Relationships 


moe | ic dicto M SY 


In dealing with the dynamics and development of various types 


of personal disorders in the past section, we described how certain 


social situations and social relationships contributed to and often 


caused disordered behavior. We turn now to the treatment of the 
milder disorders, the neuroses, by social relationships. 

Disturbed and neurotic persons who have persistent, unresolved 
faced with the prospect of seeking psycho- 
therapy. Some feel no stigma in such a procedure and do so readily; 
others are more cautious and request the advice of friends or rela- 
tives; and a third group are persuaded or cajoled into accepting 
treatment. Whatever motive the person has in seeking a psycho- 
therapist, he inevitably enters into a somewhat singular interper- 
Sonal relationship, and his attitude toward seeking therapy affects 
that relationship. 

Frequently, patients expect their relationships with the therapist 
to be similar to that of a physically ill person with a doctor. After 
divulging their difficulties, they anticipate that the therapist or 
counselor will offer advice, in much the same way that a doctor pre- 
Scribes medicine. Many therapists do give advice, but frequently 
the patient-therapist relationships are far more complicated. To 
describe what happens in this treatment process, we will discuss: 
(1) the common attributes of the therapeutic relationship, (2) the 

301 


conflicts are frequently 
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modes of therapeutic communication and (3) the disparate types of 
relationships as practiced by some contemporary schools of psycho- 
therapy. 

Psychotherapy Defined. Psychotherapy may be defined broadly 
as a therapist-patient relationship, which is designed specifically 
for the patient's improvement or recoveryJ Whatever the thera- 
peutic method, all modes of psychotherapy—except, perhaps play 
therapy—have the common features of role taking and verbaliza- 
tion. Whether the relational aspect is implicit or explicit in the 
rationale of the therapist, whether it is exhortatory or nondirective 
in form, whether it deals with present conscious experiences or 
past subconscious fantasies, the therapist, by his formally dominant 
role, can structure the relationship in accordance with his specific 
theories. He even can give up his dominant position. Of course, 
these roles vary with the mode of psychotherapy, with the condition 
of the patients, and with the length and intensity of the interaction. 
Some types of neurotics, for example, assign certain roles to the 
therapist, as occurs in transference,? but a transference relationship 
would not occur, perhaps, in certain types of brief therapy which 
can last for one or two sessions. Also, some types of counseling, such 
as nondirectivism, try to avoid this transference. Some types of 
psychotherapy, psychoanalysis, for instance, are very intensive and 
prolonged; other types may be less intensive and brief. Children 
have to be treated differently from adults. Persons with self-condem- 
natory attitudes have to be handled differently from those who can 
accept distressing truths. 

To clarify this treatment process as a distinct type of interper- 
sonal reciprocity, it is necessary to find out what its common features 
are. 


? Wm. U. Snyder, who omits "educational procedures" in his definition of 
psychotherapeutic counseling, states that it is: "a face-to-face relationship in 
which a psychologically trained individual is consciously attempting by verbal 
means to assist another person or persons to modify emotional attitudes that are 
socially maladjusted and in which the subject is relatively aware of the person- 
ality reorganization through which he is going." “The Present Status of Psycho- 
therapeutic Counseling," Psychological Bulletin, July, 1947, XLIV:4, p. 298. Allen 
regards this therapeutic process as "a unique growth experience created by one 
person seeking and needing help from another who accepts the responsibility of 
offering it." Frederick H. Allen, Psychotherapy with Children, p. 45 (New York: 
W. W. Norton & Company, 1942). 

?See section on Psychoanalysis and Transference Relationships, p. 315. 


PSYCHOTHERAPY AND SOCIAL RELATIONSHIPS 303 


Common Attributes of the Therapeutic Relationship 


In every formally structured relationship, a person has an official 
role which is part of his profession, and an informal role which re- 
sults from his behavior in specific interaction with others? Every 
therapeutic session has some kind of formal structure. Within this 
formal structure a very important feature is the "stranger" role of 
the therapist, who combines the socially intimate with the socially 
distant. This makes the therapeutic relationship intimate in form 
but utilitarian in objective. It involves the intimate and very per- 
sonal experiences of the patient, but a definite social distance by 
the therapist. For both therapist and patient have the specific 
expedient of using these very personal experiences for helping the 
patient to improve.rather than to create a friendship. The patient 
is not praised or blamed by the conventional criteria of right and 
wrong but is judged in terms of the motives which prompted his 
behavior. The therapist is interested in the patient as a person with 
a problem and accepts him on that level. The patient, on the other 
hand, must want to trust and confide in the therapist. When the 
patient starts to improve or recover, he begins to reorganize his 
present personality conflicts and to resocialize his present relation- 
ships. 

The Therapist and the “Stranger Role.” Simmel, the German 
sociologist, defined “the stranger” as one who combines the per- 
sonal with the impersonal, the socially intimate with the socially 
distant. This description aptly characterizes the therapist's role. 
He is a professional confidant who is admitted, or who gains admit- 
tance into, the private, intimate experiences and feelings of the pa- 
tient for utilitarian ends—the improvement of the patient and 
earning a living. In retaining a measure of objectivity, he does not 
distort his therapeutic perspective by overidentifying with the pa 
tient. These treatment interviews, by being set within specific time 
limits, become further formalized. Furthermore, the therapist may 
find it inadvisable to exchange confidences with the patient; the 
reasons for this vary—the patient may lose confidence in the thera- 


? See Leonard S. Cottrell, Jr., “Roles and Marital Adjustment," Publications of 
the American Sociological Society, 1933, XXVII, pp- 107-115. Jg Rebate 

“George Simmel, “The Sociological Significance of the ‘Stranger in . 
Park and Ernest W. Burgess, An Introduction to the Sciences of Sociology, PP- 


372-977 (Chicago: University of Chicago Press, 1924). 
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pist, the therapist's problem may become more interesting to the 
patient than his own, or, as in psychoanalysis, the eventual trans- 
ference may be loosened and even disrupted. 

For some forms of therapy it means the exclusion of close friends 
and relatives as patients. Freud long ago cautioned against taking 
patients who were relatives or who were too socially intimate with 
the therapist. When the therapist did so, he admonished that it was 
at the cost of friendship, regardless of the outcome. Rogers advo- 
cated a neutral, professional role for the counselor, and cautioned 
against participating in the outside social life of the client.? Allen 
maintained that the therapist should adhere.to his own integrity 
and identity.” Though Horney and her associates advocated a more 
intimate treatment relationship with the patient, they definitely 
distinguished it from a friendship. However close the relationship, 
the therapist usually tries to avoid self-involvement, overidentifica- 
tion, or the mutuality and spontaneity of a friendship, in order to 
proceed as a therapist, though this may have exceptions in suppor- 
tive therapy. In addition, the therapists interpretations of the pa- 
tient's experiences prevent a completely spontaneous interchange, 
for his interpretations often impel the patient to face and to reflect 
upon experiences which are painful and fraught with anxiety. This 
cannot be the case in friendship in which mutual interests are ends 
in themselves. Should acquaintanceship develop which resembles 
the treatment relationship, it would be an informal, unsystematic 
proto-treatment affair which would miss many features of genuinely 
spontaneous friendship. Jung maintains that the doctor-patient 
relationship remains personal within an impersonal professional 
framework, but that both patient and therapist experience certain 
personality changes in the relational process? As such, the thera- 
peutic relationship is unique for the patient. It is Very personal and 
yet utilitarian. 

"Sigmund Freud, Collected Works, 
(London: Hogarth Press, 1924). 


"Carl R. Rogers and John L. Wallen, Counseling wi etur, j ‘ 
(New York: Mech CHOR Book Company, Inc., Del Aclumed. Serviceman 

* Frederick Allen, Psychotherapy with Children, p. 60 (New York: W. W. Nor- 
ton & Company, 1942). 

5Karen Horney (editor) Are You Considering Psychoanalysis? (New York: 
W. W. Norton & Company, 1946). 

* Carl Jung, Modern Man in Search of a Soul, PP- 56-58 (New York: Harcourt, 
Brace and Company, Inc., 1934). 
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The Therapeutic Relationship Is Utilitarian. However intimate 
the relationships between patient and therapist, the ends are di- 
rected toward the improvement and recovery of the patient. This 
is the objective toward which both therapist and patient strive. 
However warm and genuinely interested the therapist is in the 
patient, he knows that these attitudes are expedients to the goal of 


improvement. Although he accepts the patient as a person in diffi- 
ves of himself to the patient only insofar as it 
im. Since one chief function of the therapist 
and personal integrity 
patient, his reciproc- 


culty, the therapist gi 
will help, not please, h 
usually is to retain his professional identity 
regardless of the roles assigned to him by the 
ity is limited. 

First, he usually limits the r 


fact, he would be unwise, as experienc 
socially with the patient in extraclinical relationships. The thera- 


pist usually does not become involved in the patient's problems 
outside the office, unless these outside problems are defeating the 


therapeutic process. 
Second, he designs the re 


ing point, although the terminati 
other words, the success of the relationship depends upon ending 


it by the patient's improvement. Subsequent associations may be 
fostered, but these would not beon a patient-therapist level, unless 


the patient seeks further therapy. 
Third, the therapist cannot rec 


the patient. Should the therapist h s, he 
self can submit or resubmit to therapy, and assume a patient's role. 


The psychoanalysts and their derivative schools emphasize this fact, 
and it is not uncommon for a psychoanalyst to go back into therapy 
as a patient. Indeed, the patient does not usually anticipate or even 
want such reciprocity. For he is the "sick" one, the one in difficulty, 
and the one dependent upon the therapist for help. One patient 


stated: 


elationships to the clinic or office. In 
e has demonstrated, to mingle 


lationship so that it will have a terminat- 
ng point may be indefinite. In 


ite his troubles and difficulties to 
ave personal problems, he him- 


had some difficulty with her husband. We 


ght she was excellent. One day, she drove 
k and began to talk about her domestic 
ld not get myself to go back to her and 


I was going to a therapist who 
became quite close and I thou; 
to my house and was rather drun 
difficulties. I consoled her, but I cou 
sought out another therapist. 
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Yet, as Jung pointed out, imponderable factors arise in any treat- 
ment relationship, and the more stable and stronger personality 
will have the greater influence. Jung claimed to have seen many 
instances in which the patient proved stronger than the doctor, 
despite the doctor's intention and despite the doctor's rationalizing 
theory. He arrived at these conclusions of interpersonal influence 
during his very extensive practice of more than twenty-five years. 
He claimed further that for this reason, among others, Freud was 
justified in demanding that the analyst himself resort to analysis 
before becoming a practitioner. Hence, this necessity for a one- 
sided but structured intimacy is another reason for the rather 
unique character of the therapeutic relationship. 

The Therapeutic Relationship Is “Amoral” and Accepting. To 
ensure the uninhibited expression of the patient's personal feelings, 
the therapeutic relationship is, within limits, “amoral,” noncon- 
demnatory, and accepting. The therapist cannot assign conven- 
tional value judgments to patients’ remarks; he must allow him, 
even “reward” him, to verbalize his feelings freely by accepting 
them as mediums to the patients’ improvement. This degree of free- 
dom may vary somewhat with the type of therapy and with the 
limits specified by the therapist! In certain types of supportive and 
Suggestive therapy, after the initial cathartic experiences of the 
patient, the therapist becomes the one who talks and advises the 
patient. But in the “uncovering” forms of therapy, an accepting 
attitude frequently is indispensable to the continuation of the 
interview. Whether the therapist assumes an impersonal, objective 
role or whether he assumes a more personalized role, the necessary 
and common factor in therapeutic interaction is to acce 
tient as he is—as a person with a problem. The initial 
of this acceptance definitely impresses the 
his present and subsequent relationshi 
patient described his initial psy 
lows: 


pt the pa- 
expression 
patient and may influence 
ps with the therapist. One 
chotherapeutic relationship as fol- 


1 Carl Jung, Modern Man in Search of a Soul, p. 58. 

? Rank, for example, claimed that Freud attributed a * 
resistance of the patient. He maintained that this Freu 
sense interfering with the therapeutic process, because the dynamics of the pa- 
tient’s behavior rather than the content was i 


mportant and revealing, See Otto 
Rank, Will Therapy and Truth and Reality (New York: Alfred A. Knopf, Inc., 
1936). 


‘moral judgment” to the 
dian judgment was in a 
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Before going to see a psychiatrist, I sought advice, unfortunately from one 
of my close friends. She told me just what to expect, and the methods that 
would be used to alleviate my state. As a result, I went with certain expec- 
tations as to the manner in which the consultation would be conducted. 
m the beginning I went into his office. The 
d himself, and in a cold, matter-of-fact ap- 
proach, asked me what I had on my mind. I had intended to relate all 
of the intimate details leading to my visit. I wanted to describe the dif- 
ficulties I experienced in adjusting, about my divorce, school, and any- 
thing else that I thought bothered me. But his abrupt, cold manner 
confused and antagonized me. So for an hour he tried to prod pertinent 
details out of me, but I couldn't divulge anything that was really personal. 
Finally he acknowledged the hopelessness of the interview. I waited a 


while after that and looked for somebody else. 


Everything went amiss fro 
psychiatrist arose, introduce 


Does the Patient Trust and Confide in the Therapist? Fundamen- 
tal to any therapeutic procedure is the patient's desire to be helped 
and his desire to confide in the particular therapist. When this con- 
fidence is absent or minimized, it seems difficult, sometimes improb- 
able, that the therapy can proceed satisfactorily. For this reason, 
much «difficulty is encountered in treating psychopathic or certain 
psychotic types who are either unco-operative or who cannot be 
reached emotionally. For example, the Freudians may maintain 
preanalytic sessions so that some measure of rapport can be estab- 
lished when the patient is doubtful about the benefits of psycho- 
analysis. At worst, the Freudians ask for an attitude of “benevolent 
skepticism.” The initial trust of the patient for the therapist, ac- 
cording to the Freudians, is, however, no criterion of his deeper 
resistances and of facilitating the transference process. 

Freud has maintained that the initial expectations of the patient 
are neither crucial to the success of the therapy nor indicative of his 
eventual trust of the therapist. Although one type of patient may 
believe deeply in the treatment potential of psychoanalysis, his 
treatment may not be easier than that of another patient who is 
skeptical, for the preliminary beliefs or disbeliefs concerning the 
validity of psychoanalysis are quite mild compared to the defenses 


which constitute his neurotic condition. The initial co-operation 
upted by his resistances when his 


of the patient may be easily disr € 
neurotic defenses are threatened. The initial distrust of the other 
type of patient is a symptom like his 
to Freud, he is often not in a position to for: 


his other symptoms, for, according 
m a reliable judgment 
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about the treatment process? The patient's estimate of psycho- 
analysis may not be pertinent, but his attitudes to the particular 
therapist will obviously affect the therapy. If he distrusts and dis- 
likes the therapist, he will resist confiding in him, or he may bring 
out the adverse attitudes which he has had to people whom he had 
disliked in the past. 

Coleman has pointed out that the patient's trust or distrust of the 
therapist can be observed by the extent to which the patient begins 
to discuss his anxiety-inducing experiences? But when the patient 
continues to question the treatment process, persists in asking for 
advice and suggestions, clings to the organic explanation of his 
symptoms, he is afraid to surrender himself to the therapist. 'The 
patient may view the therapeutic relationship as a possible trap and 
may need time to reassure himself before he can reveal his difficul- 
ties safely. In these instances the therapist must identify the pa- 
tient's fears and distrust, and then help the patient to overcome 
them. 

Of course, treatment which involves free association is far deeper 
than treatment in which the patient asks for counsel. The degree of 
surrender to the therapist differs because, when the patient freely 
associates, he lets himself go to a much greater extent than in the 
more rational type of therapy. Yet, even for similar types of therapy, 
the personality of the therapist must be considered. When a patient 
fiercely dislikes a particular therapist, the time involved in clearing 
up this hatred could be avoided if he begins treatment with a thera- 
pist whom he likes and trusts. 

The Patient Is Involved in a “Reorganizing Relationship." In 
most types of therapy and counseling, with the exceptions of 
"symptom-removal" therapy, the patient is involved in a relation- 
ship of learning, of personal growth and re-education in which 
action is released and redirected toward constructive ends. This 
hypothesis of personal growth or personal reorganization depends 
upon removing the patient's neurotic symptoms by freeing him 
from his anxiety. The neurotic's behavior is usually self-defeating 
and self-perpetuating. The essence of therapy, that is of uncovering 
therapy, is to enable the patient to reorganize his behavior so that 

? Sigmund Freud, Collected Papers, Vol. II, p. 245. 


18 Jules V. Coleman, "Patient-Physician Relationship in Psychotherapy," The 
American Journal of Psychiatry, April, 1948, 104:10, p. 638. 
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his self-defeating neurotic behavior is reorganized into more mature 
and constructive patterns.!* Schoben states:15 


The goal of psychotherapy regardless of the therapist's theoretical 
leanings is to eliminate the anxiety and thereby to do away with the 
symptomatic persistent, nonintegrative behavior. To accomplish this 
goal, all therapists use the device of conversing with the patient about 
his anxiety and the situations calling it forth both currently and his- 
torically, and forming a unique therapeutic relationship . . . since 
psychotherapy seems to be a process whereby a patient learns to mod- 
ily his emotional reactions and his overt behavior, it is hypothesized 
that therapy may be conceptualized from the point of view of general 
psychology as a problem in learning theory. 


This emphasis upon personal reorganization and growth is more 
explicit in some forms of therapy than in others. For example, the 
Neo-Freudian group, and the adherents of Rank, explicitly accentu- 
ate this principle. The Freudians also pursue this principle but may 
interpret it differently. Nonetheless, they consider an essential out- 
come of the therapeutic relationship to be one in which the patient 
matures.16 The Freudian concept of psychosexual development, of 
lifting subconscious conflicts to a conscious level, and of resolving 
personal conflict involves, a process of personal development, which 
is expressed particularly in the patient's understanding of the trans- 
ference.1* Jung avers that his psychotherapeutic aim is to have the 
patient begin in "a state of fluidity, change and growth" in which 
he feels no longer fixed and “hopelessly petrified.” 15 Adler indicates 
that in resolving the conflicts between inferiority and masculine 
Protest, on the one hand, and social reality, on the other hand, the 
personality differentiates and matures? Alexander and French 
emphasize that every personality change facilitates new adaptations, 


“Edward J. Schoben, Jr., "Psychotherapy as a Problem in Learning Theory," 
Psychological Bulletin, September, 1949, 46:5, pp. 366-392. c 

5 Tbid., pp. 375, 376. Quoted by permission of the American Psychological 
Association. 

? Karen Horney (editor), 4re You Considering Psychoanalysis? (New York: 
W. W. Norton & Company, 1946). 

7 Sigmund Freud, 4 General Introduction to Psychoanalysis, p- 377. Garden 
City, N.Y.: Garden City Publishing Co., Inc., 1943. 

"5 Carl Jung, Modern Man in Search of a Soul, p. 58 (New York: Harcourt, 
Brace and Company, Inc., 1934). : 
(R Sce J. F. Brown, Psychodynamics of Abnormal Behavior, pp. 254, 255 (New 
York: McGraw-Hill Book Company, Inc., 1940). 
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and that psychotherapy involves corrective emotional experiences.?? 
Sullivan stresses that the individual who learns to deal with his 
anxiety tends to expand the range of self activity, and this widening 
of the self is indicative of a significant growth process, particularly 
in the sphere of social relationships.? 

The Patient Is Involved in a “Resocializing” Relationship. Many 
patients seek some form of psychotherapy because they feel some- 
thing amiss in their social relationships. Their wish for personal 
change may be one of the chief reasons for visiting the therapist. 
They hope that the therapy will improve their relationships with 
others, whether family members, friends, or business associates. 
How is this resocialization achieved in therapeutic interaction? Of 
course, approaches differ, but certain common features nonetheless 
exist. 

In the first or cathartic phase of therapy, the patient is encour- 
aged to verbalize his formerly inhibited feelings and ideas. By 
sharing his individualized feelings and ideas with the therapist and 
by the therapist's permissive reaction to these expressed attitudes, 
the patient may begin to see himself and his experiences from a 
different vantage point. For example, the patient may be very self- 
condemnatory, and, because of the therapist's accepting attitude, 
the patient may begin to feel less guilty. This cathartic process may 
reduce the sharpness of his emotionally toned feelings, and, in daily 
living, it may obviate his need for fragmentary confessions to com- 
peting persons from whom he expects reassurance but who fre- 
quently may judge him adversely. As Such, the confessional or 
catharsis expressions in a therapeutic relationship gives the patient 


some form of temporary relief. But catharsis may or may not be 
helpful in other relationships. 


The second and more important 


phase arises when the patient 
has achieved insight into his own b 


ehavior and into the behavior 
of those about him. He gets a new perspective toward himself and 


toward others, for in the course of a therapeutic relationship, when 
denied his wishes or given unpleasant truths, the patient introduces 
into his responses to the therapist the hostilities and the humilia- 

?Franz Alexander and Thomas M. French, Psychoanalytic Therapy, p. 104. 
New York: The Ronald Press Co., 1946. à 


* Harry Stack Sullivan, Conceptions of Modern Psychiatry, p. 92 (Washington, 
D.C: William Alanson White Psychiatric Foundation, 1947). 
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tions that he has experienced with others, and reacts accordingly to 
him. These interacting responses become the raw materials for the 
patient’s insight, which is achieved by the therapist’s interpretations 
or by his helping the patient to clarify and to understand his own 
feelings. 

This insight opens a trend to personal maturity, as a result of 
which the patient can eliminate or minimize immature reactions 
and can start on a path of resocializing his relationships on a more 
mature level. Oné criterion of improvement involves the person's 
ability to relate with persons in terms of their present and actual 
conduct. It means.that he has acquired a realistic role-taking ability. 
It means that he is less prone to project his past hostilities, suspi- 
cions, and dependencies onto other persons, or feel that they, too, 
are hostile or suspicious. Instead, he can respond to them in terms 
of their actual behavior. In this sense, his behavior becomes rational 
because the person can more effectively shift and share the per- 
Spectives of other persons without projecting his own feelings and 
images onto them. But rationality, even for ‘the mature person, has 
limits, Just as man has certain convictions and basic assumptions 
Which he cannot explain away but by which he must live, so in his 
intimate and primary relationships, he may retain certain idealized 
images of his child, of his wife, or of his friend which are irrational 
insofar as the individual cannot rationally explain why he has these 
images and attachments. But he may do so on a more independent 
and mature level. Although therapy may revise the immature bases 
of these idealizations, it cannot eliminate the idealizations because 
it cannot make man completely rational, whether on an interper- 
sonal or on an action level. Yet, within limits, this change can be 
achieved. In this connection, Sullivan has said:?* 

One achieves mental health to the extent that one becomes aware of 

one's inter-personal relations; this is the general statement that is 

always expressed to patients. Every one of my patients with whom I 

have had more than a consultative relationship has received this reply 

to many different questions, asked throughout the greater part of the 
work, This is the essential element in replying to the questions, “What 
ails me?”, “How can I get better?”, “What good will the treatment 
accomplish?”, “Why can’t I overcome this or that habit?", “What shall 
I do about my hatefulness—my hostility—my ugly disposition—my 


, ^ Harry Stack Sullivan, Conceptions of Modern Psychiatry, pp- 102, 103 (Wash- 
ington, D.C., The William Alanson White Psychiatric Foundation, 1947). 
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dependency—my domineering—my sensitivity—my suspiciousness— 
my uncertainty?" It is part of the framework that supports all explana- 
tions of what is going on, ‘what might be going on, and what will 
presently be going on. It is one of the factual bases for interpreting 
unfortunate developments, unfavorable changes that are discouraging 
the patient. It is the necessary formula to which everything must be 
assimilable, if it is therapy. 

. . . The processes of psychiatric cure include the maturation of 


personality; that is, the evolution of capacity for adult inter-personal 
relations. 


Theory and Practice in Psychotherapy 


But these norms of patient-therapist interaction are ideal. Not 
all therapists achieve these relationships with their patients. The 
capacity to deal with patients in this manner depends upon the 
knowledge and the personality of the therapist. 

The therapist may overidentify with the patient. It is not rare to 
have a therapist like his patient; and it is not rare for a therapist to 
mingle socially with a particular patient. In a few instances, thera- 
pists marry their patients. The important fact in this treatment 
process is that the mode of interaction also depends upon the pa- 
tient. Some patients, despite their neuroses, may be quite clever and 
demanding and strong in their social relationships. Obviously, they 
will affect the therapist. Some patients may deceive their therapists. 
The therapist is by no means omniscient. 

To be sure, Freud and others cautioned about becoming in- 
volved with, or drawn in by, the patient. But Freud also advocated 
an aloof, unemotional, and impassive attitude for the therapist. 
Since the contemporary therapist is much less formal and aloof, the 
therapist is also more exposed to the wiles, whims, and tricks of the 
patient. There are all kinds of innuendoes and subtle means that 
particular patients may use to draw the therapist from his thera- 
peutic role; and not all therapists have perfected the techniques 
to retain the therapeutic role. Moreover, not all therapists are so 
skilled that this can always be avoided. Hence, the therapy may de- 
viate from its course and not always succeed. 

The therapist may have ambivalent attitudes 
which he has not resolved. This may affect the course of the therapy. 
In some instances, as a result of the therapist’s ambivalent attitudes, 
the therapy may reach an impasse, a stalemate, and the relationship 
may even Ueteriorate. In other words, there are instances when 


to his patients 
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the therapist cannot completely control the situation, because the 
therapist himself has certain attitudes which he cannot completely 
control, and these attitudes enter and influence the therapeutic 
process. 

As with all people, therapists have their failings and their merits. 
Their personalities inevitably affect their therapeutic relationships. 
Since we do not know as yet all the subtleties that ensue in the 
therapeutic process, the reasons for the failings of some therapists 
for certain cases await more definite research. 

The therapist may be threatened emotionally by the patient. 
The patient may be in a position where he is more successful than 
the therapist, or where his strivings are akin to those of the therapist 
and he is outdoing the therapist. Clearly, the therapeutic relation- 
ship can be disturbed by some problems which the therapist has. 
This threat is a present, recurring, realistic situation, in which the 
therapist is a competitor in the outside world as well as the patient, 
and which he must resolve. 

The therapist may dislike certain types of patients. He may or 
may not know why he dislikes them. It may be that the patient 
comes from another stratum of society which the therapist disap- 
Proves. It may be that the patient entertains certain beliefs which 
the therapist finds distasteful. The argument that the therapist is 
objective is really an exhortatory statement and implies merely that 
the therapist should be objective. Whether the therapist can be so 
objective with respect to his feelings is often questionable and re- 
quires more empirical study. 

Values in Psychotherapy. Insofar as psychotherapy is an integral 
Part of the social process, values inevitably arise. 

First, the therapist has the implicit values of his own personal 
Organization and subculture.2* The psychoanalyst who has been in 
analysis himself has had many of these values reassessed in the proc- 
€ss of reorganizing himself, and undoubtedly this process has re- 
duced the emotional tone of his attitudes and the extent of his 
Projections onto the patient. Yet it is doubtful whether he or any 
other therapist can detach himself completely from his own values. 
This is especially true with reference to his subculture, in which he 
15 a participant like other participants. Yet, within definite limits, 


= See Sol. W. Ginsberg, “Values and the Psychiatrist,” American Journal of 
Orthopsychiatry, July, 1950, 20:3, pp. 466-478. 
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the psychoanalytic therapist is not concerned with the conventional 
value judgments in appraising the condition of his patient. Since 
other types of therapists have not been analyzed themselves, it is 
still not known to what extent they introduce their value judgments 
into the therapy. Since empirical knowledge in this area is so scant, 
a study of this type would cast light on a significant problem. 
Another value which may be implicit or explicit in the therapy is 
the therapist's conception of an improved patient. Does he mean a 
person who has improved his interpersonal relationships? One who 
has come to terms with and can conform to the pressures of his en- 
vironment? Or one who has worked out his individual integrity 
regardless of what the norms of his culture may be? For example, 
if an individual comes from a very competitive grouping of our 
society, should he improve his relationships with others in this 
competitive process? Should he learn to compete more effectively? 
Or should he disregard this competitive process and do what he 
really wants, apart from the values of other persons about him? 
Closely related to this reference is the implicit criterion of when 
the therapy should end. This ending of the therapy is usually up to 
the judgment of the therapist, although for some types of counsel- 
ing, such as nondirectivism, the patients may break off the therapy 
of their own accord. What degree of stability should the patient 
achieve? Should he reach a condition where he is able to make a 
social adjustment although his conflicts have not been resolved? 
Should he achieve a condition in which he can tolerate his conflicts? 
Should he achieve a condition in which most of his conflicts are re- 
solved? For example, among middle-aged persons whose situational 
resources do not permit complete conflict resolution, it would 
probably be harmful to reopen certain conflicts. This decision im- 
plies a judgment of preference by the therapist. 
Some patients regard Psychotherapy as an 
should "pay off" in their occupational and so 
if a spinster succeeds in getting married or an ambitious man gets a 
desirable job or a promotion in his Work, she and he may feel that 
treatment is no longer necessary. The therapist may or may not 
share this feeling depending upon his theory of personality. On the 
contrary, a patient may improve without a marked change in his 
social adjustment, and the therapist may have to face the complaints 
of the patient and of his relatives, These interpretations of person- 


"investment" which 
cial life. For example, 
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ality improvement by the patient and the therapist enter into and 
affect the therapeutic relationship. 

A third value concerns the intrinsic therapeutic relationships. All 
institutionalized relationships have a set of mores. These mores 
forbid behavior which disrupt or threaten the continuation of these 
relationships. For example, if the patient is continually defiant of 
the therapist, if he hits the therapist or destroys furniture, he pre- 
vents the therapy from continuing. When carried further, does it 
mean that the patient’s resistance is in a sense immoral insofar as 
it may hinder the continuation of the therapy? This of course de- 
pends upon the modes of interaction permitted by the therapist. 

Fourth, the particular form of therapy becomes a value or set of 
values. When a type of therapy is successful, the patient usually 
makes it one of his affirmative faiths. The writer has seen any num- 
ber of patients who swear by the particular type of therapy by which 
they have been treated. Perhaps this belief in the effectiveness of 
the therapy is essential for the patient’s improvement. Whether the 
mode of therapy is standard psychoanalysis, Adlerian therapy, or 
even a form of counseling, the particular patient usually becomes 
“loyal” to his school of therapy. This loyalty, in large part, arises 
from his role in the therapeutic process and his attachment to the 
therapist. Seemingly, this confidence is essential in helping the 
patient change himself. In fact, the patient incorporates the perspec- 
tive of the therapist in getting well or in changing his behavior. 

Fifth, the attitude toward personal stability or mental health 
becomes a value. Both the therapist and the patient have this 
Objective in mind. By the very fact that the patient seeks out a 
therapist, he regards mental health as a significant value, and his 
preference may or may not be explicitly accentuated by the thera- 
pist. Generally, this value is important. The improved person 
Usually feels more comfortable, because his conflicts are less intense; 
he can relate more effectively with other persons; and he can under- 
take more constructive pursuits with greater ease. In addition, many 
Self-driving men who are easily threatened may in the long run 
become happier and generally healthier persons. In fact, this 
reorientation is very significant for persons approaching the age of 
retirement. On the other hand, when personal stability is over- 
€mphasized, it may become self-defeating. 

For example, it may lead to a self-centered concern with one’s 
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feelings. By analogy, the individual who is concerned with having a 
beautiful body may avoid unduly heavy tasks or may avoid arduous 
pursuits which may retard his advancement. In the same way, the 
individual who becomes concerned with his "emotions" may not 
want to engage in taxing pursuits which wil make him "worry" 
unduly. For example, a student who had deprived himself finan- 
cially in order to save money to be therapized, broke off an engage- 
ment with his fiancée because she refused to be treated. He could 
not see himself marrying a girl who might be "neurotic" after he 
had gone to such trouble to become "healthy." This attitude is not 
characteristic of patients, but it reveals that the whole problem of 
personal stability as a value is implicit in the therapeutic process. 
As yet, we have little systematic knowledge of this area. 

Sixth, the therapist's evaluation of the position of the patient in 
the social structure may influence the therapeutic process. Is the 
patient an important or unimportant person? Is he admirable or 
contemptible? Is he intelligent or unintelligent? Clearly, these 
views may possibly affect the therapy because of the-cultural role'of 
the therapist as well as the patient. 

The therapist is usually a medical man or a psychologist who has 
a given role in his profession. Moreover, he acquires the values and 
attitudes of those in his groove, which means that he does not escape 
the middle-class competitive attitudes. He seeks and looks up to 
success and very likely has the characteristic attitudes about failure. 
Moreover, if he is in private practice, he reaches a type of patient or 
client who is substantially in the same social position and sub- 
culture that he is in. And he assumes many of the attitudes of those 
in his socioeconomic group. 

In addition, psychotherapy has taken on many of the specialized 
characters of other professions. Therapists tend to become known 
for handling specific types of cases, whether children, adolescent 
boys, adolescent girls, middle-aged women, or old persons. Hence, 
the cultural scope of the psychotherapist becomes narrowed rather 
than broadened, however intensive his knowledge is in these spheres. 
This means further that, implicitly or explicitly, he is acquiring 
some of the collated meanings and values, the Subculture, of these 
specific age groups, and sometimes of these age and sex groups. But 
insofar as the therapist may meet people from diverse ethnic groups, 
diverse socioeconomic strata, diverse age groups, and both sexes, his 
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impartiality to the cultural scheme inevitably enters the therapeutic 
picture. 

Cross-cultural Knowledge and the Therapist. The therapist who 
deals with diverse groups generally encounters diverse norms of 
behavior. Insofar as he is aware of the norms of his own culture, he 
will tend to impute these norms to the varied persons whom he en- 
counters as patients. Although he may understand the dynamics of 
his patient's difficulties, there may be some phases of the cultural 
context which he may completely overlook because of his lack of 
knowledge concerning this segment of the culture. 

In addition, the therapist may intrude his own values into the 
therapy, and this will also affect the patient. Hence, the more 
widely versed the therapist is in the varied subcultures with which 
he deals, the more emancipated he is from the sheer ethnocentrism 
of his social class and his ethnic group. Also, he will not view the 
dynamics from the bias of his own social grouping, and he will be- 
come more tolerant of the norms of other groups. 


Disparate Features in Psychotherapeutic Relationships 


The disparate types of relationships in the forms of psychotherapy 
emerge in part from the respective theories of human behavior. 
"These categories of interaction will be applied to those forms of 
therapy which are considered "modern" and have become more or 
less accepted and used in clinics. First, we will begin with the essen- 
tial Freudian contribution of transference, then we will cover also 
Neo-Freudian types and one of two derivative groups of Rank's ther- 
apeutic method, relationship therapy and nondirective counseling. 
In these types of therapy, only two persons are involved in the re- 
lationship. The multilateral relationships in group therapy will 
be discussed in the following chapter. These forms of therapy are 
among the chief groups in the legions of different therapy types. 
But even among these "therapies" every therapist forms a unique 
type of relationship with the patient, based upon the predilections 
of his personality and upon the patient's personality. In addition, 
Some therapists have become somewhat eclectic in their techniques 
and in their theory, because they base the therapy upon the peculiar 
needs of the individual patient. 

Psychoanalysis and Transference Relationships. Before Freud de- 
Parted from cathartic hypnosis as a therapeutic method he noted 
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that hypnotic "cures" were usually of short duration and depended 
upon the attitudes of the patient to the therapist. When the thera- 
pist-patient relationships were favorable, the improvement of the 
patient was sustained; when these relationships were unfavorable, 
the improvement did not endure. In one case, when he had com- 
pletely removed a severe condition by a short hypnotic treatment, 
it returned unchanged after the patient (a woman) had developed 
ill feeling against him without just cause. After a reconciliation 
he was able to affect its disappearance again and this time more 
thoroughly, but it reappeared when she again became hostile to 
him.?* Freud also objected to the suggestive and tyrannic character 
of the hypnotic therapy. He observed: "I can remember even then 
[1889] a feeling of gloomy antagonisms against this tyranny of sug- 
gestion." 25 

During the first period when Freud practiced hypnosis, he found 
it necessary to inquire into the source and character of both the 
therapist's and patient's roles in suggestion. Since he wanted the 
patient to face consciously the conflicts which he had been unable 
to face and had to repress, Freud attempted a "waking suggestion" 
method as a therapeutic medium. He believed that the patient could 
recall his past conflicts if he tried hard enough. Freud learned, how- 
ever, that suggestion alone was not enough to have the patient 
recollect past conflictful experiences."* In his third transition he re- 
sorted to free association in which the patient had the freedom, 
indeed was encouraged, to tell whatever came to his mind. In this 
therapeutic relationship the patient became more free and a more 
active conversationalist. It was during this free association method 
that Freud hit upon the phenomenon of transference in patient- 
therapist interaction. He found that it was essentially a reproduction 
of past irrational attachments and was repeated or re-enacted onto 
the therapist.” At first, Freud had difficulty understanding the 


* Sigmund Freud, A General Introduction to Psychoanalysis, p. 391 (Garden 
City, N.Y.: Garden City Publishing Company, Inc., 1943). 

7 The Basic Writings of Sigmund Freud, translated and edited by A. A. Brill, 
p.9 (New York: Random House, 1938). A 


? Franz Alexander and Thomas M. French, Psychoanalytic Therapy, pp. 3-16 
(New York: The Ronald Press Co., 1946). 

7 Sigmund Freud, A General Introduction to Psychoanalysis, p. 385, published 
by the Liveright Publishing Corporation, New York City. Copyright: 1935, 
Edward L. Bernays, 1948, Susie Hach. 
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meaning of these relationships. He found that the patient, who 
should have thought only of solving his conflicts, instead became 
preoccupied with the therapist. He found that this phenomenon 
occurred in each new case, and existed even among elderly women in 
relation to elderly men when no temptations existed. Consequently, 
he could not attribute the attachment to a disturbing accident, but 
only to the disorder itself. He said:?* 


The new fact which we are thus unwillingly compelled to recognize 
we call transference. By this we mean a transference of feeling on to 
the person of the physician because we do not believe that the situa- 
tion in the treatment can account for the origin of such feelings. — 


Although hypnosis implied a kind of transference, this relation- 
ship was not analyzed by the therapist or understood by the patient. 
In psychoanalysis, however, the emphasis was in trying to under- 
stand the dynamics of the relationship between the patient and the 
therapist. The therapists crucial role then centered in interpreting 
the dynamics of the patient's resistance and transference to him. 
And the transference relationship was used to uncover the patient's 
neurotic symptoms which were acted out on the therapist. The 
patient’s resistance denoted the dynamics of repression; positive 
transference helped to uncover this repression. In hypnotic therapy 
these resistances were covered up, because the patient was not given 
sufficient freedom to participate in the interview because the thera- 
pist began to control the patient's behavior through suggestion. 
To overcome these resistances, Freud and others found justifiable 
reasons for revising the therapeutic relationship. 

As Freud's theory developed and became more refined, it con- 
verged upon repression, repetition compulsion, infantile sexuality, 
and dream symbolism as conceptual tools. In its relational sphere 
Which structured the interview sessions, the transference became one 
of the cardinal features. Freud says: 

The decisive part of the work is carricd through by creating—in the 

relationship to the physician, in the "transference"—new editions of 

those early conflicts in which the patient strives to behave as he orig- 


inally behaved, while one calls upon all available forces in his soul to 
bring him to another decision. The transference is thus the battlefield 


Where all contending forces must meet.?9 


= Ibid., pp. 383-384. 
? Ibid., p. 395. 
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The importance of this transference relationship, as Alexander 
later pointed out, was that it enabled the patient to recollect past 
critical experiences. Although the standard psychoanalysts were 
usually concerned with filling in the memory gaps of the patient’s 
past, Rank, Ferenczi, Alexander, and others have shown that the 
relationship to the therapist was more important than retrieving 
these forgotten episodes.?? There was much experimentation done 
in this area. 

From one point of view, Rank and Ferenczi viewed the thera- 
peutic relationship as a means of releasing the will of the patient. 
That is, the more the ‘patient asserted himself, the more likely he 
was to free himself from his inhibitions and to find his “real self." 
At times, the therapist resorted to irritating the patient rather than 
resolving his conflicts. From another point of view, Ferenczi in his 
later period considered that the object of therapy was to provide 
the love that the patient missed in his early life. As such, the thera- 
pist became partially involved with the patient in order to give this 
love; but the difficulty was that the patient could not necessarily 
return this affection because of his neurotic defenses, and because 
the neurotic adult had other uses for love than the child, such as 
concealing his hostility, or taking advantage of another person. In 
short, the neurotic adult was incapable of reciprocating the love 
relationship, as Ferenczi had hoped. 

Thus, the initial phase of the therapeutic sessions was to pre- 
pare and to guide the patient into a state of transference. This 
condition was a function of the basic neurotic’s condition rather 
than of the therapeutic relationship itself. The neurotic projects 
a role onto the therapist so that he represents some person in the 
patient’s previous experiences. In standard psychoanalysis the pa- 
tient reverts to a childhood and even a babyhood role to verbalize 
his past conflicts and invests the therapist, at least initially, with the 
role of parent substitute. 

Freud believed that the patient’s transference relationship had its 
basis in the unresolved Oedipal relationship. Consequently, he be- 
lieved that the patient had to relive these experiences in order to 


? Franz Alexander and Thomas M. French, Psychoanalytic Therapy, pp. 21-23; 
Otto Rank and Sandor Ferenczi, The Development of Psychoanalysis, translated 
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understand and to reorient himself before definite improvement 
could be achieved.1 

Subsequent Developments of the Transference. Although Freud 
identified the transference phenomenon and explained its negative 
and positive phases, this relationship had even broader and more 
complex meanings as therapists have subsequently discovered. 

First, it was found that the transference relationship did not al- 
ways revert back to early childhood and replace only the mother 
and father figures, but it also included subsequent persons in the 
subject’s experiences, such as siblings, friends, and teachers. Second, 
aspects of the transference varied with the personality of the thera- 
pist. One therapist, at least initially, might call out hostile reactions 
from a given patient; another therapist might call out friendly feel- 
ings. Since therapists, by their appearance, manner, and general 
personality, called out different types of irrational reactions, the 
personality of the therapist was regarded as increasingly important 
in this essential relationship with the patient. Consequently, per- 
sonality differences among therapists became increasingly impor- 
tant. Third, as we have pointed out before, it was necessary to 
differentiate between an irrational and repetitive attachment which 
Was denoted by transference and so-called rational but realistic at- 
tachments. For the therapist had both types of roles. He was a 
professional, on the one hand, and had the roles assigned to him 
by the patient, on the other hand. Fourth, although many thera- 
pists began to recognize the importance of the present problems of 
the patients, they did not deny the extreme importance of resolving 
early conflicts. As an exception, however, Horney maintained that 
the past experiences are contained in the patient’s present per- 
sonality difficulties. 

Horney revised the interpretation of the transference. The trans- 
ference was not merely a repetitive relationship of the past but was 
à result of the patient's anxiety in the present. Because the patient's 
anxiety was aroused in the therapy, he had to cling more fiercely to 
the therapist. Hence, her aim was to point out the patient's personal- 
ity trends which called out this dependent attachment. 'These per- 
Sonality trends were called out when the individual's defenses could 
no longer hide them. For example, the individual who was unduly 


? For example, sce the orthodox analytic sessions described by Charles Berg, 
Deep Analysis (New York: W. W. Norton & Company, 1947). 
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modest in order to conceal grasping and competitive tendencies 
might become quite hostile to the therapist when these underlying 
tendencies were called out, and he would have some anxiety about 
them.?? 

In brief, the transference relationship has become a very useful 
therapeutic tool. Although the emphases in the transference, as we 
have seen, vary, these interpretations have common elements. First, 
many therapists agree that the patient's irrational reactions arise 
from past experiences, are enacted upon the therapist, and have 
therapeutic significance. Second, many therapists agree that these 
reactions and attachments represent or hide unconscious tendencies 
of which the patient is unaware. Third, therapists recognize that the 
patient's insight into these relationships may help free him from his 
anxieties. 

The interpretations of the transference vary in terms of the 
patient's present and past behavior. The orthodox psychoanalysts 
interpret the present behavior of the patient in terms of past 
infantile and early childhood conflicts.33 The Horney school at- 
tempts to interpret the past in the light of the patient's present 
personality structure.?* Other schools of psychoanalysis, for exam- 
ple, the Washington School of Psychiatry, tend to take an inter- 
mediate position. Although they recognize the importance of inter- 
preting the present personality structure of the patient, they also 
feel that early childhood experiences have to be relived and re- 
solved.95 

Other Changes. Another important development arose in part 
from the changing family structure and the culture. With the de- 
cline of the authoritarian family in the second quarter of the 
twentieth century, the relationship between the patient and the 
therapist also had to be revised. The domineering father was less 
apparent, particularly among middle- and upper middle-class per- 
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Norton & Company, 1939). " Elo EN Yoga Ws qe 

Otto Fenichel, The Psychoanalytic Theory of Neuroses, pp. 29, 30 (New 
York: W. W. Norton & Company, 1945). 

% Karen Horney, New Ways in Psychoanalysis, pp. 163, 164 (New York: W. W. 
Norton & Company, 1939). 

35 See Frieda Fromm-Reichmann, “Recent Advances in Psychoanalytic Ther: 
The Study of Inter-personal Relations, edited by P; 
York: Hermitage Press, Inc., 1949). 


apy,” 
atrick Mullahy, p. 127 (New 


PSYCHOTHERAPY AND SOCIAL RELATIONSHIPS 5323 


sons who came from relatively equalitarian families and who viewed 
authority somewhat differently from those persons in similar classes 
in the past. The therapist who had to represent these authority 
figures also had to take a more democratic role. No longer was he 
the aloof, distant, and impassive figure, the blank or mirror, but he 
became a more personable individual. Although this change was 
made intrinsically because the personality equation of the therapist 
was felt to be more important, the change in the family structure 
indirectly played its part in affecting this revised relationship. 

Second, the problems of the women were interpreted in terms of 
her social role rather than in terms of biological differences. This 
emphasis upon the social «ole of the woman was a result of the 
clear differences between the role of the woman in the Victorian 
period and her role during the present time. 

Third, the place of sex as a ubiquitous motive for explaining 
many conflicts began to assume a more modest position. This change 
in the all-important emphasis upon sex was not only a result of a 
more lucid knowledge of motivation; it occurred also because the 
patients with intense sex repressions became less frequent. Sex, 
however important a motive, was one motive among many. 

Fourth, the place of the individual in the culture or in the im- 
personal society had to be considered. Consistent with his period, 
Freud emphasized the subordination of the individual to the social 
pressures. He tried to make the individual come to terms with 
society and to do so by accepting and conforming to the culture.9* 
Subsequent investigators did not see the conflict as the individual 
versus society, but the individual as an emergent of the society. 
Hence, they began to stress the function of the individual's integrity, 
because it was recognized that society had fundamental weaknesses, 
Which precluded the individual's complete conformity. Fromm 
emphasized that the individual, as a product of society, became a 
competitive and empty person, and that in the drive for status he 
had lost his freedom. The problem, then, was one of restoring his 
integrity and spontaneity. Others, however, indicated that this 

? Clara Thompson, Psychoanalysis: Its Evolution and Development (New York: 
Hermitage House, Inc., 1950). 
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spontaneity could not work well in a bureaucratic society and 
emphasized more realistic goals.55 

The Rise of Flexible Techniques. Since some psychoanalysts have 
become more empirical in their inquiries, they also have become 
more flexible in their therapeutic techniques. Brief psychotherapy, 
which represents one flexible approach, attempts to adjust treat- 
ment techniques to the needs of the particular patient.99 First, it 
was found that some personality difficulties did not arise in early 
childhood but were acquired during adolescence or adulthood. 
Consequently, it was found neither feasible nor necessary to revert 
to the patient's earliest experiences. This revised notion of the con- 
ception of the milder neuroses became integrated with a treatment 
procedure and veered from the rigid procedures of the orthodox 
psychoanalysts. Second, it was found that therapists who were facile 
in treating some persons were not so adept in treating other persons. 
Consequently, it was necessary to see whether the patient “took to” 
the therapist. Third, it was necessary to find out why the patient 
sought therapy. For example, if the patient were sent to the thera- 
pist against his will, the therapist might become identified with the 
relatives who sent the patient, and an artificial and “unreal” rela- 
tionship could develop. Fourth, it became more expedient to try to 
plan the therapy rather than improvise for each session. By plan- 
ning the therapy, the therapist could anticipate difficulties and 
problems in future sessions and be prepared to deal with them 
although this planning was not always successful. Fifth, in addition 
to the manipulation of the transference relationship when it arose, 
the therapist found that the frequency of the interviews and the 
frequency of the interpretations could affect t 
For example, when the patient used the the 
his actual problems so that his actual proble 
the frequency of the interviews could be 
intervals the patient would have to face hi 
conflicts could become intensified. In addition, he would have to 
solve these problems by his own resources. When the patient was 
very self-condemnatory or when interpretations created anxiety, the 


he therapeutic process. 
Tapy as a retreat from 
ms declined in intensity, 
decreased. In the longer 
s problems alone, and his 
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interpretations were withheld or given infrequently until the pa- 
tient could accept the interpretations. In short, the therapist used 
varied aspects of his relationship with the patient in order to 
anticipate and to work out the patient's difficulties. In this way the 
therapist controlled the interview for the patient's particular needs, 
and he did so on an.empirical level by devices which he could test 
and manipulate. 

Perhaps these therapeutic changes represent the influences of the 
American society? The brief-therapy procedures are congenial to 
the temper of the American people for getting things done quickly. 
The wish to test and manipulate the therapeutic process is in- 
fluenced by the pressures of the social sciences and psychological 
sciences of the universities. The whole therapeutic process with its 
intimate and distant phases parallels the pervasive tendency toward 
“psychologizing” about persons on the one hand, and the recourse 
to a financial transaction for "buying" health as a means to success 
on the other hand.1? 

Neo-Freudian Therapy. The departure from a rigid psychoana- 
lytic technique by contemporary therapists has created many changes 
in the psychoanalytic techniques, as we have pointed out. Sullivan, 
Alexander and French, Fromm, Thompson, and Horney, among 
others, have contributed to these changes. In these modes of therapy 
the co-operative process between two persons was emphasized. We 
shall illustrate this process bya somewhat extreme departure from 
the orthodox Freudian ‘position, as is represented by Horney and 
her associates. 

The Role of the Therapist. In defining the procedure to the 
patient, the therapist does not only become the object of the irra- 
tional feelings and responses which the patient will eventually trans- 
fer to him, but he also has a present role as a person in his own 
right which the patient will have to countenance. The therapist 
does not have the patient assume an infantile or childhood role. 
Instead, he emphasizes the patient’s present character structure 
which has emerged from disturbed social relationships. This gives 


“Sce Jurgen Ruesch and Gregory Bateson, Communication: The Social Matrix 
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the patient more responsibility in solving his problems, because 
the patient's present personality trends have to be understood. 

By creating an atmosphere of a present reality in the situation, 
the therapist provides the setting within which the patient can look 
back at his personality from the perspective of the analyst and thus 
confront his "real self." In the process of coming to face his real 
self, he is in a relationship which is both accepting and tolerant. 
This fact reduces the necessity of self-condemnation, which many 
patients have, and reduces the intensity of his personal defenses and 
thereby his resistances. Not only does the therapist help the patient 
in getting at his conflicts; he also tries to overcome the resistance 
which the patient may have in facing his conflicts. 

The therapist responds to the patient not on an impersonal or 
intellectual level but on a personal level. He does so with a thera- 
peutic intent and not with the intent of friendship or of mutuality. 
The therapist deters the patient from placing his responsibilities 
upon him and demanding “all the answers” from him. Despite this 
initiative in the analysis, still the therapist has a large share of re- 
sponsibility. He sets the lead by his interpretations and questions; 
steers the patient from dead ends to more fruitful lanes; stimulates 
the patient to persist in solving problems when the patient might 
want to stop. The recovery of the patient is largely a function of 
the therapist's conduct and role in the relationship. 

The Role of the Patient. Although the patient, at the outset, may 
want the therapist to assume complete responsibility for his im- 
provement, he soon learns that this responsibility is a shared process 
and that he has to participate more actively and more concertedly 
in his own improvement.4t The patient may feel stiff, apprehensive, 
tense, or uncertain about the imminent therapy. Unless his uncer- 
tainty passes and rapport grows as the therapy proceeds, the therapy 
may actually terminate. 

Since the patient presents his problem from his present perspec- 
tive, his transference to the analyst will be expressed by dependency 


rather than by reversion to a childhood or infantile role. Kilpatrick 
states: #2 


“Karen Horney (editor), dre You Considering Psychoanalysis? p. 160 (New 
York: W. W. Norton & Company, 1946). à 
“In Ibid., p. 202. 


PSYCHOTHERAPY AND SOCIAL RELATIONSHIPS 327 


When I speak of general human help, I mean the way the analyst 
helps the patient—not through his interpretation but through his 
attitude toward the patient. This indudes his willingness to under- 
stand, his unflagging interest in the patient's growth, his faith in the 
patient's existing potentialities, his firmness that permits him to view 
the patient's sufferings with concern without letting himself be 
crushed by them, to remain unswayed by the patient's admiration and 
undaunted by the patient's aggressive demands or hostile attacks. The 
value of such an attitude is underrated by some and overrated by 
others. Freud undertook the task of the analyst as primarily an intel- 
lectual one. The less the analyst's personality was involved the more 
effective the therapy would be. The advice he gave on this score was 
in negative terms: the -analyst should not be condemnatory; the ana- 
lyst should not yield to the patient's neurotic demands. At the other 
extreme are some modern analysts who contend that the very friend- 
ship the analyst extends to the patient is essential in curing him of his 
disturbances in human relationships. Such notions, while flattering to 
the analyst and pleasing to the patient, may blur the fundamental 
issue, namely that patient and analyst come together in order to do 
work, 
When the transference becomes intensified, it means that the 
anxiety has been aroused in the relationship with the therapist, 
and that the attachment tends to act as a prop for the patient who 
has become more dependent. Masochistic persons, for example, 
have deep need to hang on to other people, particularly when their 
anxiety is aroused. This dynamism, which is expressed by.an emo- 
tional dependence upon the analyst, can work as directly from the 
upset caused by the reopening of previous anxiety experiences as 
by the need for a repetition of a previous attachment. It would 
seem that the attachment flows as much from the loss caused by the 
anxiety as from the repetition of a previous relationship. Horney 
points out three dangers which may result from stressing the trans- 
ference relationship as merely a repetitious relationship. First, it 
leaves the underlying anxiety untouched, and, therefore, the pa- 
tient's attachment to the analyst remains. Second, it may make the 
analysis unproductive, because the past experiences of humiliation 
may not be connected with the transference. The contributing fac- 
tors in the personality structure which have led to humiliating Gr 
painful experiences are not sufficiently analyzed. Third, the persons 
present personality trends must be understood before they can 
be related to past experiences. Horney also questions whether a 
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transference relationship can be distinguished from a genuine love 
relationship. She feels that this can be ascertained only by analyzing 
the actual personality structure and the character trends. She indi- 
cates further that the impersonal attitudes of the therapist to the 
patient cannot always be achieved, that the analyst does have per- 
sonal attitudes to the patient, and the best understanding of his own 
personal attitudes can arise not from attributing his reactions to 
infantile experiences but from a knowledge of his own character 
trends.‘ 

Counseling, Another representative trend in psychological treat- 
ment has been the reaction against directive procedures in counsel- 
ing.*4 Counseling generally deals with the milder disorders and is 
used chiefly by psychologists rather than by psychiatrists. 

Nondirective Counseling. Nondirective counseling or nondirec- 
tive play therapy is nonauthoritarian, noncoercive, and nonsugges- 
tive and does not encourage a transference relationship. It, tco, 
initiates the therapeutic relationship by a warm acceptance of the 
patient, but it uses the relationship for different ends. It allows the 
patient to direct the interview within the structured limits set by 
the counselor and is extreme in its insistence that the patient have 
complete responsibility for solving his problems. By affording the 
client uninhibited freedom of expression, it relies upon -the tre- 
mendous capacity for growth inherent in the personality as the 
medium for self-therapy. 

This relationship is based upon the premise that the condition 
of development comes from within the person and not from the 
advice, suggestions of, or obligation to the counselor. It differs*from 
the status-competing relationships in daily life, whether of teacher 
to pupil, of friends, of co-workers, or of physician to patient. This 

? Karen Horney, New Ways In Psychoanalysis, PP. 158-167 (New York: W. W. 
Norton & Company, 1939). 


“See Carl R. Rogers, Counseling and Psychotherapy | (Boston: Houghton 
Mifflin Company, 1942); Virginia Axline, Play Therapy (Boston: Houghton 
Mifflin Company, 1947); William U. Snyder, Case Studies in Counseling (Boston: 
Houghton Miflin Company, 1947); Carl R. Rogers, Client-Centered Therapy 
(Boston: Houghton Mifflin Company, 1950). 

*5 A somewhat related therapeutic procedure is "relationship therapy" which is 
used by psychiatrists. See Frederick Allen, Psychotherapy. with Children (New 
York: W. W. Norton & Company, 1942). 

Both nondirective counseling and relationshi 


B p therapy stem from Otto Rank's 
therapeutic procedures. 


PSYCHOTHERAPY AND SOCIAL RELATIONSHIPS 329 


relationship has three phases: (1) defining the respective role of 
counselor and client; (2) the statement and development of the 
client's problem; and (3) the acquisition of insight, self-understand- 
ing, and the achievement of new goals by the client. 

Role of the Counselor. As in relationship therapy, the counselor's 
function is to structure the relationship. 

First he defines the client's freedoms, either by his behavior or 
verbally, but he limits the time intervals of the interview. He defines 
his "responsibility" for the client's problems and actions and pre- 
vents the client from indiscriminate aggression whether in harming 
others or in damaging property. Finally, he avoids becoming over- 
involved with the client, avoids transference, and avoids any resent- 
ments or dependencies from the patient. Within these limits he 
encourages a maximum of freedom to the client. The definition of 
these roles comes after the subject has stated his problem. Then the 
counselor indicates what the respective functions are in solving the 
client's problems. Rogers has pointed out that after a client states 
his problems, he waits for the counselor to advise him, to ask him 
questions or to lead the conversation in some way. For he expects the 
counselor to assume responsibility for managing the client's prob- 
lems. At this juncture, the counselor presents:f? 

a brief and partial explanation of the counseling situation, leaving 

the responsibility to the student, but nevertheless making plain that 

it is a joint enterprise mentioning the fact that the problem will not 
be solved for him, but giving him a way of proceeding. 
Since this explanation may not be understood completely at the 
Outset by the client, the counselor will reinforce the role of the 
client throughout the interview series. From the empirical studies 
made, it seems that the necessity for defining the client's role to him 
declines as the therapeutic process ensues.8 } 

Second, he expresses attitudes of understanding and permission 
which enable the client to verbalize all his forbidden, humiliating, 
Private, and inhibited reactions. By his responsiveness to these 
feelings, he enables the client to drop his “front” which shields him 
from any verbal appraisal of his conventional relationships. By not 
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projecting his own attitudes or feelings into the relationship, the 
counselor keeps the interview free of conventional values. 

The third chief function of the counselor's role is to clarify and 
to reflect, to mirror and to verbalize the feelings in the patient's 
statements. He strives to see the problems from the patient's view- 
point rather than to assess the intellectual content of his statements. 
In this way he fosters a deeper emotional relationship within which 
the client acquires insight for his behavior. But though he becomes 
partially involved, he retains his main identity as professional coun- 
selor and as a neutral person. He avoids becoming involved in his 
social life and accordingly serves best in his restricted capacity as 
counselor. 

"Though he clarifies the feelings of the client, the counselor does 
not guide or necessarily anticipate his statements, for he may throw 
the client's feelings off the track and may even frustrate his further 
expressions of emotionally toned attitudes. He further helps the 
client to verbalize and to face latent reactions and unresolved con- 
flicts and, eventually, to face his real "self." 

Role of the Client. 'The client is a person in need of help who has 
the responsibility of utilizing a therapeutic time interval for per- 
sonal development by resolving his conflicts. Within the limits 
mentioned, he can talk or be silent; he can speak of relevant or 
irrelevant matters. But, by definition, nondirective counseling is 
limited to persons who have responsibility for their behavior and 
who presumably want to solve their problems. The client finds that 
he cannot shift responsibility to or become dependent upon the 
counselor. He is free to express himself with no criticism and with a 
minimum of interference, except to have clarified the feelings im- 
plicit in his remarks. But the price of his freedom is the responsi- 
bility to resolve his conflicts. 

The client leads and sets the course of the discussion. He may 
turn to the problems which disturb him. In Successful sessions he 
must experience a growth process in the relationship, for, from this 
viewpoint, this need for personal growth is presumably deep. He 
must feel the fruition of this therapy, and he must want to come. 

When the counseling relationship is successful, the client progres- 
sively becomes more independent and confident as his problems 
become resolved, until the session when he feels satisfied and con- 
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fident enough to terminate the therapeutic relationship of his own 
accord. 

Limitations of Therapy. There are, however, definite limits to 
some types of therapeutic relationships. These limits emerge from 
the situation within which a therapeutic relationship is fostered. 
Apparently, any therapist-patient contact which leads to uncover- 
ing therapy cannot go on in an authoritarian social context, par- 
ticularly if there may be punitive consequences. This was apparent 
in the Army. Cobb has pointed out that psychoanalytic techniques 
were not used in his work-up of patients because such techniques 
would have failed anyway. The normal relationship between a 
doctor and patient was not evident. 

. the men looked on the doctor as a superior officer who would 


or might report what they told him for "the record." Free association 
in most instances would have been impossible. Suggestion was tried to 


some extent.49 

A second limitation is the emotional involvement of the therapist 
and the patient. When the therapist and patient compete for status 
in daily life or are overinvolved, it is obvious that therapy cannot 
be effective. Apparently, a family or very friendly relationship would 
have to be changed, sometimes drastically, in order to create a 
relationship in which uncovering modes of therapy could be initi- 
ated. According to the analysts, these therapeutic relationships 
would be complicated by the extratherapeutic attachments or re- 
sentments of the patient to the therapist. Freud indicated that such 
therapeutic help should be given only when no other therapist is 
available, but that the analyst does so at the peril of sacrificing the 
Previous friendship relationship.5? 

It is quite likely that the therapist may be able to persuade, sug- 
Best, and support the patient just as close friends may share secrets 
and may confide in each other. Though this type of relationship 
may be therapeutically effective, it is generally fragmentary and 
without the systematic or the profound character of the therapeutic 
analysis. Yet a sustaining relationship may have the implicit traits 

“Stanley Cobb, "Integration of Medical and Psychiatric Problems: A Report 
of Progress," Psychiatric Research: Harvard University Monograph in Medicine 
a" Health, No. 9, p. 58 (Cambridge, Mass.: Harvard University Press, 

Sigmund Freud, Collected Papers, Vol. II, p. 345. 
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of a transference, and improvement by this informal relationship 
may occur. 

A third limitation resides in the personality of the patient. The 
intensely egocentric or narcissistic type is one who may be unable 
to enter into a therapeutic relationship. From the psychoanalytic 
viewpoint, he would be unable to affect a transference to the 
psychoanalyst, and, as such, the essentials of the psychoanalytic 
relationships could not be maintained, for these resistances would 
deter or prevent a relationship of confidence which permits rapport 
and an uncovering process to ensue. Also, a feeble-minded person 
could not be psychoanalyzed. In other words, some measure of com- 
munication and of an emotional relationship are vital to begin and 
sustain the therapeutic process. 

The patient must submit to some degree.of control by the analyst. 
When the patient refuses, as might occur with an intensely ego- 
centric type, this therapeutic essential would be manifestly im- 
probable. Fenichel says that when the patient is not co-operative, 
when he lacks “a reasonable ego,” psychoanalysis cannot be applied. 
The difficulty, at times, in establishing rapport with these types is 
so great that it may be insolvable.51 

He also points out, however, that co-operation can sometimes be 
established by nonanalytic methods in a preanalytic period, from 
which a sufficient transference may occur to provide the basis for 
subsequent psychoanalysis. Some acting-out neurotics, through a 
process of re-education, may be made ready for co-operation; stub- 
born persons, if convinced that they are unable rather than unwill- 
ing to co-operate, may become interested or concerned with this 
“inability” and thus respond to psychoanalytic therapy. Also, some 
seclusive or schizoid persons may be provoked into a psychosis if 
analyzed.5? 

A fourth factor resides in the negative reaction to the therapist's 
personality by certain patients. When the patient may not like work- 
ing with the particular therapist, certain resistances may be called 
out which would impede therapy. Sometimes this resistance itself 
can be analyzed away. At other times it may be insurmountable. 


™ Otto Fenichel, The Psychoanalytic Theory of Neurosis, p. 578 (New York: 
W. W. Norton & Company, 1945). 


% Ibid., p. 579. 
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Some therapists may work better with some types of persons than 
with others. Fenichel believes that this may be the result of a disap- 
pointment on the part of the therapist because the patient does not 
fulfill his anticipations. 

Differentiated Relationships for Different Types of Patients. It 
cannot be said that one type of therapy is best suited to all types of 
patients. The condition of the particular subject determines the 
best therapeutic relationships to apply. The contrast may be illus- 
trated between the Freudian type of therapy, which evolved out of 
the treatment of neurotics, and relationship therapy or nondirective 
counseling, which evolved out of the treatment of problem children. 

It is apparent that in children the unconscious life is less readily 
controlled, behavior is less disguised, and projection is more facile; 
the freedom afforded in the self-directive therapies enables the child 
to project his wishes outward and to arrive at his true feelings. Also, 
the child in our culture is more or less smothered by his parental 
relationships. The process of differentiation and self-distinction, 
by its very character, becomes therapeutic to these children. This 
process, of course, is not so readily arrived at when dealing with 
adults. The adult is more restrained and has more resistance in 
divulging buried conflicts which he may or may not be able to un- 
derstand, This is particularly true for basic neurotics, who have to 
be helped in getting at their basic and intricate conflicts which may 
be too painful for them to lift to consciousness and to reach to self- 
awareness. Freud early realized that the sudden emergence of a 
painful and critical experience may lead to a relapse if the patient 
is unable to tolerate the experience. It was one reason among 
others that he turned to dreams as the "royal road to the uncon- 
scious.” 

Personality of the Psychotherapist. What type of person becomes 
a psychotherapist, or, specifically, a psychiatrist or psychoanalyst? 
Are there any personality requisites by which to determine more 
accurately who will and who will not become a helpful and capable 
therapist? The psychoanalysts, of course, use ¡psychoanalysis itself 
as a means of determining whether the potential therapist will be 
admitted into their fold. Presumably, those who do not complete 
the analysis themselves are automatically excluded. Sullivan sug- 
gests that certain personality types who are puzzled by novelty or 
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who have to impress others as being omniscient do not have the re- 
quisite qualities for becoming therapists.5? y 

Certainly those persons who have not been able to resolve their 
hostility against others and who derive a kind of gratification in 
hearing about the ills of other persons would not necessarily have 
a positive attitude toward therapy. Another suggestion is that the 
training therapist work with a clinical team in order to improve his 
therapeutic skill and to become familiar with the childhood pro- 
cesses which he meets daily in the clinic?! To enhance the impor- 
tance of this training, it would be advisable that psychotherapists 
also have systematic training in the cultural processes and in the dif- 
ferent norms of behavior among varied groups. This type of training 
would equip the therapist to see the patient as a person within a 
social setting and not as an isolated individual in a clinic. 

In addition to the personality make-up of the therapist, there is 
also an increasing emphasis upon knowing the cultural diversities 
of a heterogeneous society. Would persons who are prejudiced 
against minority groups be qualified to deal with these groups? It 
seems that the psychiatrist generally should know enough about the 
culture of his patients so that a group norm will not be mistaken 
for a perverse individual trait. There is a need for more organized 
and systematic knowledge concerning the prejudices as well as the 
personality components of the therapists, as these bear upon the 
therapeutic relationship. One phenomenon of interest concerns 
the type of persons who enter the psychotherapeutic professions. 
Presumably, the attraction of status and standard of living that go 
with psychiatry and psychotherapy may be broad cultural influences, 
but it would be of more definite value to find the type of persons 
that enter this profession. This would challen 
stereotype concerning the personality of the psychotherapist. These 
studies could also be done comparatively with other professions. It 
would also be of interest to find what changes occur among those 
persons who have entered the psychotherapeutic professions. 


ge a frequently heard 


9 Harry Stack Sullivan, Conceptions of Modern P. ychiatry. ote 
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Comparative Studies of Psychotherapeutic Relationships. Ex- 
perienced therapists realize that in some therapeutic situations 
everything seemingly goes right, and yet the patient does not pro- 
gress markedly. Conversely, other relationships are not so well 
understood, but the patient makes definite progress. What function 
does the patient-therapist relationship have in these failures, as 
well as in these successes? 

In prolonged therapy the majority of patients are in the middle 
and upper classes. By their participation in the culture of these 
strata, the therapists can understand more readily many of their 
problems. In our stratified society complicated by ethnic differences, 
additional knowledge is required for comparing the disorders 
among those in the lower income groups, who cannot afford psycho- 
therapy, with those in the middle- and upper-class levels, to whom 
psychotherapy is largely confined. Kubie, in summarizing the re- 
sults of a survey of a group of psychoanalysts, found that the fee per 
hour was about $15. Patently, this type of fee is beyond the means of 
most persons in our culture. Hence, a limited segment of our society 
benefits from psychoanalysis and, in another sense, a limited seg- 
ment in our society encounters the psychoanalyst. An effort to reach 
more persons has been made, however, since World War II, when 
veterans of all strata were being treated. 

It would be well to apply the varied types of psychotherapeutic 
procedures to patients with somewhat similarly disordered condi- 
tions in order to get comparable results. As yet, this knowledge is 
very scanty. Published studies are few but are increasing in number. 
A sharper and clearer definition of what constitutes improvement 
and recovery must be derived, for these therapeutic goals provide 
the objectives of the social psychological dynamics of the patients 
and clients as these dynamics are set in motion by the therapeutic 
relationship. 

Fiedler factor-analyzed the therapeutic relationships created by 
two psychoanalytic, two nondirective, and one Adlerian expert 
therapist and by two psychoanalytic, two nondirective, and one 
Adlerian nonexpert therapist. Ten electrically recorded therapeutic 
interviews were assessed by one psychoanalytically, one nondirec- 
tively, and one untrained judge and one judge who had some 
psychoanalytic and some nondirective training. These judges lis- 
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tened independently to the interviews and evaluated them in terms 
of seventy-five traits. The results showed that there were no factors 
which clearly differentiated the therapists of one school from those 
of another school, but there were certain factors which differenti- 
ated the experts from the nonexperts. These differences included 
the therapist's ability to understand the patient's feelings, to be 
more secure, and to respond in an emotionally neutral way. The 
communicative aspects of the therapeutic interaction seemed to be 
more important than the particular technique used by the thera- 
pist5* Many therapists are recognizing increasingly the importance 
of the personality in the treatment process, as well as the modes of 
interaction which ensue in this process, and some therapists and 
counselors are publishing accounts of their interviews.56 

Finally, it would be pertinent to discover why one therapist, 
rather than two or three therapists together, provides a more effec- 
tive treatment situation. Does the therapist, as an anchored figure 
who interprets the patient to himself, lose his effectiveness when 
another person, as therapist, also interprets the same patient's be- 
havior? As yet, we have little systematic knowledge of this area of 
psychotherapy. 

Psychotherapy and Society. The patient undergoing psycho- 
therapy still has to participate in and remain influenced by the 
social order. When this structure is highly unstable, he will still 
experience many conflicts, some of which ma 


ening to him. How does the given soci 
person who h 


y remain quite threat- 


al organization affect the 
as been treated? Some investigators take the extreme 
position and claim that in an unstable society psychother: 


“Fred E. Fiedler, “Factor Analyses of Psychoanalytic, Nondirective and Ad- 
lerian Therapeutic Relationships,” Journal of Consulting Psychology, February, 
1951, 15:1, pp. 32-38; Fred E. Fiedler, “A Comparison of "Therapeutic Relation- 
ships in Psychoanalytic, Nondirective and Adlerian "Therapy," Journal of Con- 
sulling Psychology, 1950, 14, pp. 436—445. Despite this research, it scems that the 
mode of therapy does play a role in the therapeutic process. It seems that 
whether or not the therapist interprets the patient's conflicts will affect the 


therapy. Seemingly, Fiedler did not probe deeply enough into the modes of 
interaction between patient and therapist. 


9 See Franz Alexander and Thomas M. French, Psychoanalytic Therapy (New 
York: The Ronald Press Company, 1946); Charles Berg, Deep Analysis (New 
York: W. W. Norton & Company, 1947); Charles Berg, The Case Book of a 
Medical Psychologist (New York: W. W. N 
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not be effective for prolonged periods. Others take the very opposite 
position and maintain that psychotherapy can have the maximum 
benefit upon the person regardless of the social organization. The 
truth is somewhere between these extremes. 

Clearly, the person who has had many of his problems resolved 
can devote more time to constructive pursuits without being 
troubled by these problems, but this treatment will not by any 
means immunize him from further intense conflicts, and it will not 
immunize him from recurrent disordered behavior. Even among 
relatively stable persons, persistent problems can easily arise. Thus, 
therapy is not a constant and ever-enduring process but varies with 
one’s subsequent experiences. 

The person who continually engages in new experiences involv- 
ing risk and uncertainty and whose social relationships are gener- 
ally hostile may re-experience anxiety anew, if, perhaps, with less 
intensity. Successful therapy can lessen these recurrent anxieties 
because the individual will handle his environment more effectively. 
He will so limit his experiences and so change his needs that he 
will select companions, a marital partner, and other friends who 
will be more beneficial to his personal development and personal 
organization. Nonetheless, situational influences inevitably enter 
into the process of therapy and obviously involve social implica- 
tions. The woman past 35 who must reconcile herself to spinster- 
hood and loneliness, the male who must resign himself to a lesser 
role although he sces his brothers and friends ahead of him, the 
man who is uncertain about his business or about his job, or the 
individual who finds it hard to make ends meet—all clearly face 
recurrent problems of a threatening character which cannot be 
wished away. Presumably, these problems are "realistic" insofar 
as they are present, objective situations; still, their persistence and 
tenacity can make for continued instability. In brief, the effective- 
ness of therapy is contingent upon the series of roles and groups 
and aspirations of the individual. Consequently, the sustained eftec- 
tiveness of therapy is limited in part by the external social condi- 
tions of the given individual. ’ 

In addition, sustained therapeutic effectiveness cannot be judged 
only by the insights which the person achieves during the therapy 
or by his acting out of these insights while he is dependent upon 
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the therapist. Instead, it depends upon his ability to handle sub- 
sequent crises and to integrate difficult situations, as well as upon 
his general external adjustment. 


Summary 


In summarizing the forms of relationships developed by the dif- 
ferent schools of psychotherapy presented in this chapter, we dis- 
cern the following trends and common features among them. First, 
with the shift from amelioration of symptoms by suggestion to the 
search for “causes” of behavior problems, a greater degree of patient 
participation as well as a greater freedom of patient expression has 
resulted. Second, a need has arisen to understand explicitly the 
nature of the patient-therapist relationship, particularly the trans- 
ference, because the relationship itself has been recognized as an 
integral component of the therapeutic process. Third, the therapist 
has tended to abandon his extremely impersonal attitude and has 
become more personal and more flexible in his relationships with 
the patient. Fourth, there is a greater tendency to view the patient 
as he is in the present and to work with him in this way rather than 
to revert his career to a past infantile role. Fifth, because the dy- 
namics of the therapeutic relationships have become more explicit, 
there has been greater facility in understanding and in controlling 
the relationships. Sixth, the neurotic patients tend to become de- 
pendent upon the therapist in a process of transference, although 
the interpretation of the transference varies. This, in part, is dis- 
cernible even in nondirective counseling, despite the claims against 
its occurrence; for, as is apparent, the transference does not emerge 


from the character of the relationship but arises from the condition 
of the patient. 
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CHAPTER FOURTEEN 


Group Psychotherapy and. the Social Process 


RUE E A ee I 


Individual psychotherapy has been described in the preceding 
chapter as a unique patient-therapist relationship designed for the 
patient's improvement by revising his self-conception and by mod- 
ifying his action patterns. Yet individual treatment usually takes 
a long time and cannot be offered to many persons. Group psycho- 
therapy, which had been tried initially with hospitalized patients, 
children, and alcoholics, as well as with neurotics, became wide- 
spread during World War II, primarily as 
The many neurotic and 


many principles and techni 
feature was that the group itself played 
therapeutic process, which m; 
apy.? 

Despite this and other common featur 
are also many variations, It may occur i 
stitutional setting. It may be expressed 
in discussion and analysis. It may be con 


€s of group therapy, there 
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in play and activity, or 
fined to a few individuals 
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or extended to a large group. The group may be closed to new mem- 
bers, or new members may enter and improved members may leave. 
It may provide the participants with new goals without attempting 
to resolve their conflicts, or it may emphasize conflict resolution. It 
may or may not be combined with individual therapy. The thera- 
pist's role may be relatively passive or very active, depending upon 
the mode of therapy. 

To analyze the differences and similarities of various types of 
group therapy, our discussion in this chapter will cover: (1) the 
definition of group psychotherapy, (2) the differences between 
individual and group treatment, (3) the roles of the therapist, (4) 
the function of the group, and (5) the importance of group psycho- 
therapy in our culture. 


Definition of Group Psychotherapy 


Group psychotherapy, as currently „practiced, has a very loose 
meaning. It includes within its scope, lectures to mass audiences 
and intensified applications of psychoanalytic techniques? Yet these 
procedures differ because the former is a superficial form and the 
latter a more profound form of social relationships. In fact, the 
relationships can be so superficial that the term "group psycho- 
therapy" can be abused. 

For example, if a doctor cheerfully greets his patients on the 
Ward and receives a hearty response or if a teacher "peps up" his 
students by a talk, presumably these relationships, in a loose sense, 
can be called "therapeutic." But this "therapy" is superficial, and 
does not correspond to a systematic conception of group psycho- 
therapy, however intrinsically desirable and possibly beneficial these 
relationships may be. Though “therapeutic” results may occur in a 
religious revival or in other tolerant social settings, the significant 
difference between these forms of collective behavior and group 
psychotherapy resides in the explicit principles and techniques 
which are implemented in group psychotherapy. j 

By group psychotherapy we mean a controlled social pro 

*See Robert G. McCarthy, “Group Therapy in Alcoholism," Quarterly Journal 
of Studies on Alcohol, June, 1949, XVI, pp. 63-108; L. C. Marsh, "Group Treat- 
ment of Psychoses by Psychological Equivalent of the Revival,” Mental Hygiene, 
April, 1931, XV:2, PP- 398-349; Florence Powdermaker and Jerome D. Frank, 
"Group Psychotherapy with Neurotics," The American Journal of Psychiatry, 
1948, 105:6, pp- 449-456. 
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tween one or more therapists and two or more patients, in which 
the group processes are utilized to improve the conditions of the 
participating patients, either on a symptom or on a conflict level.* 
The therapist has explicit knowledge and techniques by which he 
organizes and manipulates the group or allows the group to manip- 
ulate itself for these purposes. The therapeutic processes must be 
known to the therapist in order for him partially or completely 
to guide the group. To affect this control for the more intense types 
of therapy, he should know something about the particular prob- 
lems, conflicts, and anxiety tolerance of the members. In their more 
superficial forms he must know something about his role and the 
group dynamics which lead to improvement. But, invariably, some 
methods and techniques are applied for manipulating the group 
and for guiding the specified functions and role of the therapist. 
For this reason the size of the group becomes important. Though 
Schilder limited his group to eight persons, and others have had 
many more persons, about twenty members would tend to approach 
the limit for intensive therapy when one therapist is present. In 
general, it would seem that the larger the group the more superficial 


the therapy would tend to become, because the group dynamics 
could not be controlled so readily. 


Individual and Group Psychotherapy 


Individual and group psychotherapy differ, but in many ways 
they supplement each other. 

The participant has a different experience when he verbalizes 
his problem in a group than when he communicates with a single 
person. The atmosphere of secrecy and privacy declines. Usually he 
has to inhibit his attitudes to a greater degree than when with one 
individual. He does not receive the exclusive attention of the thera- 
pist but must compete with others for his attention. But by compet- 
ing and yet feeling accepted in this milieu, he experiences the usual 
types of social relationships because a variety of persons are judging 
and responding to his behavior. The group thus provides a “social 
reality” to his participation. His desires become socialized into 


í Bruno Solby regards group psychotherapy as a "psychotherapeutic process 
which results from group interaction." Bruno Solby, "Group Psychotherapy and 
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group norms and into common standards by his interaction with 
other members. This is more difficult to achieve with an individual 
therapist. 

The individual therapist usually has to create a certain social 
distance between himself and the patient. Though he may under- 
stand the patient's difficulties, he does not reveal his own. In the 
group, many participants discuss their personal problems. Each 
individual finds that he shares some things in common with many 
persons: all want to be accepted; all have personal problems which 
they want to understand; and all usually want to improve. Some 
find that their problems are similar to others', and, in discovering 
this emotional kinship, their self-reproach and feelings of isolation 
decline.5 Because of these permissive and mutually identifying rela- 
tionships, each member finds a social setting in which he is encour- 
aged, even stimulated, to become more expansive and communica- 
tive. The more timid and more inhibited participants become 
encouraged by the more aggressive ones to express themselves. They 
become less hesitant and less reluctant to reveal personal conflicts 
after one or more persons have divulged their problems.* 

The participant's self-condemnation and lack of confidence are 
counteracted by the group and by the leader therapist.” Should an 
individual member express misgivings about his prospects of im- 
provement, or about the need of resolving his problems, or about 
the worth of the group itself, he will be resisted by other members, 
for any group that strives to survive evolves a set of objectives and 
à morale to justify and to sustain its existence, however unwitting 
this process may be. In effective group psychotherapy the identity of 
the collectivity and its survival center around the improvement of 
the members. Individuals who have been partially or completely stig- 
matized and isolated by the community, whether for alcoholism, for 
personal disorders, for physical handicaps, or for other reasons, 
intensify a "social hunger" for acceptance.$ When accepted and 


atients realize with astonishment that the 
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able to express themselves in a tolerant social setting, they acquire 
a feeling of "belonging" to a real group.? The group becomes an 
outlet of prime importance. It reduces the loneliness, the isolation, 
and the self-consciousness which so many of those going into group 
psychotherapy feel. It strengthens their tolerance because it lifts 
their conceptions of themselves. 

Though acceptance and tolerance operate in individual psycho- 
therapy too, these processes are not as informal or as convincing as 
in groups. Moreover, the therapeutic context becomes more aca- 
demic and artificial with a single person, because the patient has 
to assign a variety of roles to him. In the group the variety of roles 
of many individuals are expressed in actual social relationships by 
the approval or disapproval, the encouragement or discouragement 
of the other participants. For example, no matter how well a child 
or adolescent may interact with a single therapist, this relationship 
is only a substitute or a preparation for actual relationship with his 
peers. In other words, the individual participant has living models 
whose images he can internalize in the process of socializing in the 


group, and whose images can replace the former images he has had 
of other persons. 


In the group, each memb 
describes his experiences, 
to his own discussed (Mor 


er participates in these ways: (1) He 
(2) he hears problems somewhat similar 
t eno has referred to this phenomenon as 
‘spectator therapy”), and (3) he may provide solutions to the prob- 
lems of others; by so doing, he may detect faults in others which are 
similar to his own, Moreover, the impetus of the group is greater in 


its effect upon the individual than in the relationship with a single 
therapist. Menninger points out:10 


vantages in group psychotherapy which were 
S . al factor could be 
capitalized upon when selecti inctive types of be- 
havior or symptomatolo €, developed a unit 
morale, an identific each other. Often a 
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patient might be able to see symptomatic behavior similar to his own 
with more objectivity when it was presented by a fellow patient in a 
group discussion. . . . The opinion of the entire group often molded 
the point of view of its individual members toward that same problem 
in themselves. 


Thus, group psychotherapy can be a resocializing and relearning, 
and a growth process like individual therapy. Since patients develop 
mutually identifying rather than mere utilitarian relationships, 
they can become more confident in developing friendships or love 
attachments. For example, it was found that friendships which had 
begun in hospital therapy sessions were retained in posthospital 
friendships.! 

Group psychotherapy, however, as presently administered, usu- 
ally does not resolve profound personal conflicts as effectively as 
does individual therapy. Perhaps under given conditions a type 
of group can be organized to cope with these problems, as we shall 
discuss later. Yet, as group psychotherapy usually is conducted, this 
is not evident. Friend and Sullivan, Klapman, Slavson, and Mennin- 
ger have found that group psychotherapy did not deal succsssfully 
with profound personal conflicts.’ 

"Thus, the two modes of therapy can supplement each other. In 
the group the therapist can select those persons who require inten- 
Sive individual treatment. Those persons who require individual 
attention reveal these behavior patterns: they become very anxious 
when revealing their own experiences or when hearing the experi- 
€nces of others; they become very shamed or panicky by the thera- 
pist's interpretations, or cannot tolerate the therapist's interpreta- 
tions of other members' problems because these problems are too 
close to their own.1 


"J. Ww. Klapman, Group Psychotherapy: Theory and Practice, pp. 88, 89. 

? Maurice Friend and Walter F. Sullivan, "Group Psychotherapy in an Army 
General Hospital Relating to Civilian Readjustment,” American Journal of 
Orthopsychiatry, April, 1947, XVII:2, p. 257; J. W. Klapman, Group Psycho- 
therapy: Theory and Practice, pp. 134, 199, 200; S. R. Slavson, Introduction to 
Group Therapy, pp. 173-175 (New York: Commonwealth Fund, 1930); S. R. Slav- 
son, “Differential Dynamics of Activity and Interview Group Therapy. American 
Journal of Orthopsychiatry, April, 1947, XVII:2, p. 300; William C. Menninger, 
Psychiatry in a Troubled World, pp. 316-317. . 

7S. R. Slavson, “Differential Dynamics of Activity and Interview 

herapy," p. 299. 
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Role of the Therapist 

Usually the therapist is the social catalyst of the group, as well as 
the leader and authority symbol. His attitudes and relationships 
with the group set the stage for the general conditions which prevail 
in the group matrix, both in formation and in process. Though the 
therapist may not form the type of group he precisely desires, he can 
influence its goals, modes of relationships, and degree of solidarity. 
His chief function usually is to set the group processes in motion. 
As a permissive figure he can encourage the members to feel ac- 
cepted, to participate socially, and to verbalize their problems. Yet 
he can resist undue aggression, hostility, and intensified self-center- 
edness, which disrupt the therapeutic function of the group. 

His control over the members, in addition to his official role, re- 
sides in knowing their personal problems and their anxiety toler- 
ance. By leading the discussions he can stimulate the group to 
develop eventually a mode of indigenous participation. 

Psychiatrists who are individually oriented tend to apply the 
dynamics of individual psychotherapy into the group by empha- 
sizing transference to the leader. This psychoanalytic take-off in 
therapy, however necessary, sometimes can restrain constructive 
group processes, for bilateral relationships between therapist and 
patient may merely mean individual therapy in a group setting. 
Also, some psychiatrists do not find group psychotherapy appealing 
because their roles are not as absolute as with a single individual." 
Moreover, medical and psychiatric traditions are such that prob- 
lems are kept secret rather than shared in a group.!6 On the other 
hand, it may be that psychiatrists who are expansive with groups are 
less sensitized to individual feelings. 

* A basic reference for many group thera 


chology and the Analysis of the Ego (London: International Press, 1922). 

35 Schilder maintains that the patient does not surrender and submit as com- 
pletely in group psychotherapy as he does in individual psychotherapy. See 
Paul Schilder, "Results and Problems of Group Psychotherapy in Severe Neu- 
roses," Mental Hygiene, pp. 88, 89. See Giles W. Thomas, “Group Psychotherapy: 


A Review of the Recent Literature," Psychosomatic Medicine, April, 1943, V:2. 
pp. 166-180. 
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Although therapists usually start the therapeutic process, they 
have no uniform procedure, because treatment aims differ and 
because group therapy is still in a fluid state. Some discuss the pur- 
poses with the members individually, and others with the whole 
group. The topics for discussion vary with the types of patients. 
There is, however, some agreement about the initial approach and 
the topics of discussion for neurotic patients.!? The therapist may 
present the function of the defenses in human behavior, or show 
the connection between biological symptoms and personal conflicts, 
Which may be important. Generally, he reaches for common and 
essential problems.19 

"Therapeutic roles, however, differ with the mode of therapy and 
with the types of patients. On the one extreme, in activity groups 
for children the therapist's contact with the group is personal hut 
indirect, "because the greatest therapeutic value is derived from 
the children's contact with each other." ?? In discussion groups with 
adolescents and adults the therapist has to enter actively into the 
network of relations. Frequently the leader in discussions, he be- 
comes appraised more as a real person who agrees, disagrees, and 
points the ways to solution. On the other extreme, with severe 
neurotics, the therapist's role becomes vital and very active.?! Pow- 
dermaker and Frank maintain that in these instances the therapist 
is the most important single person in the group, and that the 
therapeutic process revolves about him.?? For his aim is to resolve 
deep anxiety conflicts. Yet this type of role, as well as the inte- 
grational processes of the group, is built up slowly, sometimes dur- 
ing more than ninety sessions. Group therapy of this type is no 
parsimonious timesaver but becomes a distinct mode of treatment. 
As in individual therapy, the therapist must be aware of his short- 

? Klapman maintains that despite different procedures in group psychotherapy, 
they tend to approach a certain uniformity. Group Psychotherapy: Theory and 
Practice, p. 151. J 

? Maurice Friend and Walter F. Sullivan, “Group Psychotherapy in an Army 
General Hospital Relating to Civilian Readjustment,” pp. 258, 259. ^ 

>S. R. Slavson, Introduction to Group Psychotherapy, p. 175; Fritz Redl, 
"Group Psychological Elements in Discipline Problems," 4merican Journal of 
Orthopsychiatry, 1943, XIII, pp. 77-80, found it desirable to make interpretations 
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? Paul Schilder, "Introductory Remarks on Groups,” Journal of Social Psy 


chology, 1940, XII, p. 83. 35308 
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Neurotics,” The American Journal of Psychiatry, December, 1948, 105:6, p. 451. 
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comings and his anxieties and must achieve an emotional independ- 
ence from the group.?? 

With children as well as with adolescents, the therapist also 
serves as a role model. This is especially true when the child or 
adolescent has been rejected by his own parents and needs a pa- 
rental figure with whom to identify. As Slavson said, of one typical 
case: "Although Ivor did not express it in so many words, the group 
therapist was a major factor in his life. . . . The image of a man 
who was kind and calm counteracted his phantasy that masculinity 
was evil, destructive, and something to fear and reject." ?* But there 
may be competition among some members "to possess" the thera- 
pist for himself, or to get his exclusive attention, or to create some 
nonverbal understandings. Though this is especially evident among 
children, it also exists among adolescents and adults. Little and 
Konopka point out that, under such circumstances, the therapist 
should encourage closer ties between the child and other group 
members.?5 Powdermaker and Frank state that patients may try to 
cultivate an illusory understanding with the therapist by trying 
to catch his eye. Should the participants elicit responses which they 
can interpret as revealing a special bond, the group can become 
disrupted.26 

In brief, although the therapist's role has certain common fea- 
tures, his role varies with the objectives of therapy and with the 
type of patients. When the aim is to get the patients to participate 
socially, the therapist may provide a permissive setting and then 
retire into the background. When concerted discussion occurs, the 
therapist becomes more active, but even then his role differs with 
the intensity and depth of the interpretations. When participants 
express traumatic and anxious experiences, the therapist must exert 
more active control and deliberate intercession, for his interpreta- 
tions become more profound and can arouse more easily the anxir 
eties of the other members. Hence, the participants must identify 
more closely with him and with each other and must feel secure 
enough to want to express their conflicts. 


?» [bid., p. 451. 

S. R. Slavson, Introduction to Group Psychotherapy, p. 272. 
= Harry M. Little and Gisela Konopka, “Group Therapy in a Child Guidance 
Center," American Journal of Orthopsychiatry, April 1947, XVII:2, p. 309. 
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Functions of the Group 


As distinct from the spontaneously organized group, the thera- 
peutic group controls and orients its social relationships around 
treatment purposes. Competition and hostility decrease; group per- 
missiveness is augmented to encourage self-confidence and insight 
among the members. These ends are attained by (1) group homoge- 
neity, (2) group socialization, and (3) re-education through inter- 
pretation and example. 

Collective homogeneity is attained both by the therapist's screen- 
ing process and by the self-elimination of some members. Before the 
group is. formed, prospective members are usually interviewed for 
selective purposes.?* In most groups the participants thus have some 
problems in common. For example, if neurotics are to be treated, 
settled psychotics who have deeper problems or psychopaths who 
would disrupt the group are eliminated. Some members who find 
the discussions. unsatisfactory drop out. The more homogeneous 
the members, the more likely it is that they will be able to share 
their experiences. Solby gives three criteria for likeness of the mem- 
bers: (1) symptoms, (2) social status, and (3) formulated goals 
If the group is not very homogeneous, it may break up into in- 
formal subgroups and cliques which may accentuate intragroup 
hostility and disrupt the collective solidarity; for an informal organ- 
ization grows up within a formal social structure, and this informal 
Organization may lack therapeutic effectiveness. This principle is 
especially applicable when the therapist's intercession is not very 
frequent and when the group is the chief treatment agent. Slavson 
cautions:29 


A therapy group stands or falls on the insight and skill in grouping. 
Essentially, the group must consist of children who potentially have 
therapeutic value to one another. Obviously, a beaten down and re- 
jected child would only be traumatized if he were assigned to a group 
where he would be beaten and persecuted. A frightened, withdrawn 
and sensitive child becomes only more frightened and withdrawn in 
à tumultuous and aggressive environment. If these children are each 


7 Sce S. R. Slavson, An Introduction to Group Therapy, pp- 119-136. 1" 

"Bruno Solby, "Group Psychotherapy and the Psychodramatic bred 
Group Psychotherapy, edited by J. L. Moreno, p. 989 (New York: Beacon House, 
Inc., 1948), de 
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to be helped to make better social adaptations and overcome their 

personality problems they must have an environment in which their 

particular difficulties are counteracted and their needs are met. This 
is accomplished through a planned group in which interpersonal re- 

Jations have in the long run positive values for every participant. 

Since the therapeutic group usually fulfills a companionship 
need, it becomes emotionally supportive, because the members have 
a mutual need for each other. It calls out a desired tendency among 
the members that they "belong." It awakens a personal determina- 
tion which the isolated individual ordinarily lacks. It makes indi- 
vidual behavior more meaningful because each person acquires 
approved goals to which he can aspire. The channels of companion- 
ship seem to be the common denominator of group psychotherapy 
and must be achieved in a group rather than with a single thera- 
pist. The anxieties and fears about being rejected by other persons 
tend to fade with social participation; the individual derives a 
different image of himself—one that is more acceptable because it 
is approved by others. Schilder points out that "social neurotics" 
who benefited from group participation were not responsive to indi- 
vidual treatment.30 , 

The group provides the pragmatic testing ground for personality 
changes?! for the individual can respond to criticism and to hostil- 
ity of others and can express his own feelings to a variety of persons 
who are judging him differently. The fact that the individual par- 
ticipant can act out his attitudes in a group context gives them a 
"reality," because his behavior acquires a social meaning by the 
responses of the other members. In brief, the most important effect 
of this permissive atmosphere is upon the self. First, it creates the 
tolerant attitudes which enable the individual participant to be- 
come more free in his expression. Second, the social approval tends 
to raise his self-conception. Third, the individual revises his images 
and expectations of other persons and hence feels less restrained in 
participating with them.%2 

By re-education the group participant acquires those tendencies 


? paul Schilder, "Results and Problems of Group Psychotherapy in Severe 
Neuroses," Mental Hygiene, 1939, p. 96. "Many of the cases treated in this group 
could not have been treated individually. They reacted only in the grou DEC 
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to comport himself acceptably, and sometimes more aggressively, 
with others. The participant learns how to co-operate and becomes 
more amenable to self-correction and enhances the estimate of his 
self-worth. To this point the therapeutic process would reside in 
increasing one’s favorable self-estimate, or what Thomas calls 
“repressive-inspirational” therapy.? Most types of group psycho- 
therapy aspire to this objective. There is the relief that comes with 
expressing one's conflicts, in getting one's troubles off one's chest, 
and in finding new goals. Though superficial insight may result, 
still this procedure does not plumb deeply enough for the individ- 
ual to resolve his conflicts. 

In "insight therapy," re-education is more profound. The group 
would have to be smaller and more cohesive in order to control the 
discussions more effectively and to cope with the resurgence of anxi- 
ety. The social intimacy is greater; personal and “embarrassing” 
experiences are revealed and become part of the conversations and 
of the interpretations; sometimes it is quite difficult for an individ- 
ual to withstand such personal interpretations in a group. The 
Patient demands more emotional support to endure his anxiety. 
Should hostility prevail, the individual may hesitate, or be unable, 
to divulge upsetting intimate experiences. In addition, if the group 
members are hostile, the particular member either will not accept 
the interpretations or will become demoralized in the process. But 
by overidentifying with other members, the others may not discern 
their difficulties, The optimum type of social distance lies some- 
Where between these extremes. Powdermaker and Frank maintain 
that disturbing materials can be best handled by the therapist who 
Should become more accepting. This can help the group to with- 
Stand the disturbing experiences and can reduce individual anxiety 
and guilt, When hostility between two individuals becomes intense, 
the therapist may encourage them to analyze the meaning of their 
Jostility.34 On occasion it may be necessary for the therapist to 


divert the hostility to himself. 

i Giles W. Thomas, "Group Psychotherapy: A Review of the Recent Litera- 

ds , Psychosomatic Medicine, April, 1943, V:2. “The general trend in repressive- 
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When the revelation of emotional and personal problems be- 
comes the medium for improvement, improvement becomes the 
competitive basis for status. Certain practices are accepted in which 
interpretation. becomes permissive. This pooled "reality testing" 
of ascertaining ways of adjusting more adequately becomes the con- 
tent in the discussion of the group. 

Some groups practiced the method of demonstrated example. 
A recovered patient revealed his particular problem and experi- 
ences and then showed how he benefited from the group. The new 
members became more optimistic about their own chances for 
improvement. This was found to be especially effective in group 
psychotherapy with discharged mental patients as well as with 
alcoholics.?? Though not attempted very extensively with neurotics, 
its effect upon group morale and upon the individual participant 
probably would be beneficial, for such statements raise group 
morale and intensify the individual's determination for improve- 
ment. 


Group Psychotherapy and Culture 


Group psychotherapy is particularly applicable to the urban 
society. First, many persons are isolated and feel socially excluded. 
Second, because of the heterogeneous values, many persons become 
confused and feel life is purposeless.** Third, many can become 
depressed or anxious because of intensified competition. These 
aspects of the social process are so pervasive that group psycho- 
therapy becomes peculiarly congenial to offset this process. By con- 
trast, the intimate homogeneous folk society would have no need 
for this type of therapy. Moreover, the varied religious rituals in 
the intimate sacred society provide outlets for these needs. In the 
secular, impersonal urban society there are few such concerted out- 
lets. 

The chief importance of group psychotherapy pertains to the 
reincorporation of isolated individuals into the group. In this 


55 Abraham A. Low, “The Combined System of Group Psychotherapy and Self 
Help as Practiced by Recovery, Inc." Group Psychotherapy, edited by J. L. 
Moreno (New York: Beacon House, Inc., 1948). : 
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respect it has a singular function in our culture. This group in- 
corporation is significant for the many isolated and rejected chil- 
dren; for the many "socially neurotic" adults; for socially ostracized 
persons such as the discharged mental-hospital patient, the alco- 
holic, the convict, and the ex-convict. Although we have confined 
our discussion to the group treatment of neurotics and mild psychot- 
ics, it is apparent that its application to other types of persons usu- 
ally has been successful. The group practices of Recovery Inc. and 
of Alccholics Anonymoüs have been rather successful despite the 
relatively elementary techniques used.3* This success in large part 
has been due to the need of the participants for having social rela- 
tionships and acquiring purposive goals. The extension of these 
techniques to convicts and ex-convicts has not been attempted, 
although its pertinence to their specific problems cannot be.doubted, 
for some criminals as well as ex-convicts are isolated persons who 
have different outlooks and values and who are more or less ex- 
cluded from conventional groups. The kinds of friendly associations 
that can be fostered, and that in the process lead to revised outlooks 
Concerning themselves and their social positions, may be of definite 
portance to their rehabilitation? 

The aged are also in a position in which they have to learn to 
redefine their roles in the family and in the society at large. Group 
Psychotherapy would not only provide this re-educative facet; it 
Would also lead to mutually identifying relationships among the 
aged and thus pave the way for post-therapy friendships. 

Results of Group Psychotherapy. The results of group therapy 
lave been appraised rather loosely. The terms "improved," “bene- 
fiteq," "recovered," and "cured" have varying meanings for dif- 
ferent therapists and are often based upon the version of the 
Particular therapist. Yet the therapists generally report favorable 
results, Slavson found that many children in activity groups im- 
Proved.39 In à follow-up study of 105 children Lowrey found that 
74 improved and 27 did not.*? Schilder reports that of 31 neurotic 
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patients whom he treated, 9 were "cured," 15 "improved," and 6 
were “unimproved,” and 1 stopped treatment. 

Bierer found that 87 per cent of a group of 70 neurotics and 
recent psychotics were sufficiently recovered to be discharged from 
the hospital. But his therapy consisted mainly of individual therapy 
and an activity program.?? It is not known, however, whether these 
patients would have improved spontaneously. 

Lazell followed up several hundred patients who received group 
psychotherapy in a hospital for ten to twelve years. Many main- 
tained a social adjustment consistent with their abilities and social 
status.*? : 

Olnick and Friend, by means of “indirect group therapy” for 
neurotic soldiers with the intent of raising the "efficiency security 
and satisfaction,” found that improvement varied between 50 and 
58 per cent of the cases; however, they made no claim for "cure." #* 

Klopfer measured by the Rorschach Test the change of soldiers 
diagnosed as anxiety-ridden. He found that after three weeks of 
daily sessions, 3 improved markedly but 6 showed slight improve- 
ment.45 Rashkis and Shaskan, by using the Minnesota Multiphasic 
Test prior to and after therapy on 22 battle casualties, found that 
they improved in all the nine categories of the test except psycho- 
pathic deviate.*® 

From the results of these diverse types of group therapy, it ap- 
pears that many participants benefited—particularly those who had 
been rejected by or excluded from “natural” groups. The extent 
of the improvement varies with the types of therapy and with the 
types of subjects. As yet, these facts have not been precisely deter- 
mined. More intensive research is necessary to ascertain which 
modes of therapy are effective with what types of patients, why 

4 Paul Schilder, "Results and Problems of Group Psychotherapy in Severe 
Neuroses," Mental Hygiene, 1939, 23, p. 97. i 
ae J. Bierer, “Group Psychotherapy," British Medical Journal, 1942, T, pp- 214- 
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certain patients drop out, and why certain patients are not helped 
by the particular mode of group therapy. 

Group Psychotherapy as an Area of Research. Group psycho- 
therapy has usually been handled by psychiatrists and by clinicians. 
It is not surprising that the research has had a psychiatric emphasis. 
Yet the study of group phenomena has been the hub of sociological 
endeavor. The functions of group psychotherapy thus provide an 
apt meeting ground for joint sociological and psychiatric explora- 
tion and research. 

A joint research study, in which the psychiatrist would investigate 
the effects of group therapy upon the individual member and in 
Which the sociologist noted the sequential changes in the group 
Processes, would be extremely profitable. Clinard has called atten- 
tion to the effects of the group upon personality reorganization.1* 
Since sociologists and social psychologists have studied the inter- 
actional processes of small groups, this knowledge may become 
increasingly helpful for studying group therapeutic processes.i$ 
Since the psychiatrist and clinician are concerned with the thera- 
Peutic outcome of the individual, their interests are primarily nor- 
mative, The sociologists would be concerned with the collective and 
the individual processes that go on in group therapy. For example, 
they would be concerned with the differential social processes in 
Supportive group therapy and in analytical group therapy, with the 
Kinds of common meanings among children’s groups as over against 
adolescent and adult groups, and with the individuals who respond 
favorably and those who respond unfavorably in treatment groups. 

It would be of interest to know how the individual participant's 
Self-conception is affected by his diverse modes of participation. The 
Participant's self-conception may be affected merely by allowing 
him to confess his conflicts. His self-conception may be affected by 
Collective approval and by his subsequent identification with the 
Broup. His self-conception may be raised by identifying with the 
therapist. To what extent do these identifications carry over after 
the individual has left the group? How do actual learning skills in 
Broup psychotherapy affect the participants' capacity in initiating 
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and in sustaining relationships outside the therapy group? In brief, 
the individual-group nexus as a source of therapy has not been 
sufficiently explored by sociologists. 

Another allied but peripheral interest to group therapy concerns 
the effects of spontaneous groups upon personal reorganization. Al- 
though the emphasis of group therapy is upon its concerted and 
explicit principles and practices, still there are inherent therapeutic 
processes in spontaneously formed groups. "Though the therapeutic 
potentialities of various spontaneously formed groups have been 
mentioned, they have not been very thoroughly explored.*® In re- 
directing the objectives and practices of delinquents, it has been 
found feasible to work with groups by influencing the so-called 
natural leaders, and by having the others follow the leader's pat- 
tern. Certainly, revivals and other forms of collective behavior 
create mutually accepting attitudes among the participants. Thus 
far, personality changes which occur in group revivals and in sec- 
tarian movements have not been studied intensively. Yet these social 
movements provide outlets and sources of satisfaction for certain 
basic needs of the participants. Furthermore, the individual, by 
selecting groups to satisfy his basic personal needs, is unwittingly 
searching fór a type of companionship which will offset his self- 
consciousness and facilitate his personal development, for these 
specific groups provide meanings and purposes which the individ- 
ual frequently cannot achieve alone. In the urban community the 
alternatives for selection of different groups is much greater than 
among other types of settlements. This area of inquiry, however 
peripheral to direct group therapy, certainly would cast light upon 
the informal social processes which facilitate or retard personal 
development. A joint sociological and psychiatric study of this type 
would very likely yield profitable findings concerning the processes 
of personality change. 


Summary 


Group psychotherapy is a distinct treatment process in which the 
group and the therapist are the treatment agents. In contrast to 
individual therapy, secrecy and privacy diminish. The individual 
has to compete with others for attention of the therapist and be- 


“See Nathan W. Ackerman, “Dynamic Patterns in Group Psychotherapy,” 
Psychiatry, November, 1944, 7:4, pp. 341-348. 
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comes responsive to a variety of persons. He finds that other persons 
have problems somewhat similar to his own, that all want to be 
socially accepted, and that all want to improve. The collective 
morale and identity that emerge encourage the isolated and timid 
person to increase his confidence, to become more socially active, 
and to feel that the therapeutic context is more real than in in- 
dividual therapy. Through the hastening of individual-therapist 
attachment because of the group impetus, the more profound prob- 
lems that require individual therapy can be selected from the 
group. 

"Though the therapist aims to place the therapeutic processes in 
motion, his role differs with the treatment aims, with the methods 
used, and with the types of patients. The function of the group can 
be gauged by its homogeneity, by its permissiveness by which the 
individual feels accepted, by its re-educative procedures in discus- 
sion of personal problems, and by demonstrated examples of im- 
proved patients. Research in group psychotherapy is scant. The 
methods and techniques of group psychotherapy are relatively in- 
definite as compared with individual therapy, and they are not so 
effective for profound personal problems. Nonetheless, the applica- 
tion of group therapy is peculiarly congenial for ameliorating the 
condition of the many isolated persons in our society. 
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PART IV 


Care and. Custody 


CHAPTER FIFTEEN 


The Mental Hospital 


In the past section we have described the modes of treatment re- 
lationships among persons who have been able to participate in the 
Community. In this section our concern is with those persons who 
have become so emotionally disabled by their disorders that they 
are no longer able to participate in the community and hence have 
to be removed to the more protected environment of the mental 
hospital. 


Scope of the Problem 


The problem of caring for disordered persons of this type is not 
à small one. In sheer numbers it is greater than cancer, tuberculosis, 
and infantile paralysis combined. More than 200,000 new patients 
€nter mental hospitals yearly.! Mental illness, in personal or organic 
form, strikes about 1 in 5 families, and about | in 13 people during 
the course of a lifetime. Out of 263 persons, 1 is in a mental hos- 
pital.2 According to some estimates, more than 1,000,000 people will 
require mental hospital care in the next ten years? Over 45 per 
cent of this number will be committed for personality disorders. 
Obviously, the task of caring for and treating so vast a group is 
enormous, Yet the group of disordered persons who require hos- 
Pitalization is not static and fixed but continually changing. We can 
Perhaps get a clearer conception of the direction and scope of this 


16, 
Ps a for the Advancement of Psychiatry, Report No. 7, March, 1949, p. 2. 
» oem Department of Finance, 4 Budget Survey of State Mental Hospitals, 


a 
a John. Appel, “Our State Hospitals: What We Can Do to Improve Them,” 
tnd Table, The University of Chicago, No. 496, September 21, 1947, p. 2. 
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problem by answering the following queries: To what extent are 
first admissions increasing in mental hospitals? In what proportions 
are the disordered types committed to public and private hospitals? 
Why are resident patients in state mental hospitals increasing? 
What effect does this increase have upon the care of patients? How 
in general does the hospital help or hinder the patients’ improve- 
ment? 

The Increase of First Admissions. The first admissions of persons 
to mental hospitals for permanent care increased by almost 112.5 
per cent in twenty-four years. In 1922 there were 71,993 first admis- 
sions; in 1946 there were 153,025 first admissions. During and since 
World War II, the sharpest increases have been in the veterans 
hospitals. The state hospitals, however, have shown a slow but 
continual increase through the years. 


TABLE 9 
FIRST ADMISSIONS TO MENTAL HOSPITALS FOR PERMANENT CARE, 
BY TYPE OF HOSPITAL, 1922 To 1946* 


City and 
Year Total State Veterans County Private 
1946 153,025 89,299 30,136 3,018 30,572 
1941 113,181 84,201 * 5,320 6,968 16,692 
1936 105,994 76,309 3,565 7,908 18,212 
1933 94,689 69,368 
1922 71,993 52,472 


* Data from Patients in Mental Institutions (Washington, D.C.: Bureau of the 
Census, U.S. Department of Commerce, 1949). 


From 1936 to 1946 the total admissions to mental hospitals in- 
creased by almost 50 per cent: The state mental hospitals, which 
have the preponderant number of first admissions, increased by 17.0 
per cent; the veterans hospitals, as a result of World War II and its 
aftermath, increased in first admissions more than ninefold; the 
private hospitals about doubled their first admissions, But the city 
and county hospitals declined in numbers of first admissions by 
more than one half. Although those seeking private care and treat- 
ment are increasing, the care and treatment of disordered persons 
generally is a state and Federal matter, rather than a local affair. 
In the long-run period, it may become largely a state matter. The 
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present rise-of admissions in veterans hospitals is an early aftermath 
of World War II, and it remains to be seen whether or not this 
trend will continue in the future. i 

First Admissions to Hospitals by Diagnostic Types. During the 
past twelve years, schizophrenic and aged psychotics—i.e., senile 
psychotics and arteriosclerotics—have been entering the mental 
hospitals in increasing proportions. During this time, paretics, whose 
psychotic behavior has resulted from syphilis, and manic depressives 


TABLE 10 
DIAGNOSIS OF FIRST ADMISSIONS WITH PSYCHOSIS TO HOSPITALS FOR PERMANENT GARE 
OF PSYCHIATRIG PATIENTS, FOR THE UNITED STATES, 1936 To 1946, 
BY PER CENT DISTRIBUTION * 


Psychosis 1946 1945 1944 1943 1942 1941 1940 1939 1938 1937 1936 


Dementia praecox 

(schizophrenia) 24.6 26.1 26.1 24.4 23.0 22.8 22.5 22.4 22.7 22.2 21.8 
With cerebral 

arteriosclerosis 13.0 13.4 13.6 14.0 14.2 13.8 13.5 13.5 12.8 12.4 12.0 
Senile 11.2 TL1 11:5: 1.46 TL 10:1 19:6 19:0" 9:2 94, 09:4 
Manic-depressive 10.0 10.8 10.6 10.3 11.2 10.8 11.5 11.9 13.1 13.5 14.0 
Psychoneurosis OF 1$8:3:,:5,2. 47" 4.5, AT X49 4S 45 a1 40 
nvolutional 


Psychoses 5.7 50 47 47 49 48 50 45 41 3.9 3.5 
General paresis 50 57 59 66 74 UT 7.9 86 84 8i 83 
Alcoholic 47 42 35 49 51 55 53 51 53 60 58 
Other 16.1 17.4 18.9 18.5 18.6 19.8 19.8 20.4 19.9 20.6 21.2 


$ * Data taken from Patients in Mental Institutions, p. 20, 1945; p. 19, 1946 (Wash- 
mgton, ‘D.C: Bureau of the Census, U.S. Department of Commerce). 


have remained the same or are seemingly decreasing in proportion.* 
In 1936 the proportion of schizophrenics entering mental hospitals 
Was 21.8 per cent of the total commitments. In 1946 they constituted 
24.6 per cent. In 1936 the combined percentage of senile psychotics 
and arteriosclerotics was 21.4, and in 1946 it was 24.2. The manic- 

€pressive admissions declined during these years from 14.0 to 10.0 
Per cent, and general paretics also declined from 8.3 to 4.0 per cent 
of the total admissions. As we shall see, the increase has been pre- 
Cominantly among patients over 65 years of age. 

“For an analysis of this trend by diagnostic types in New York state hospitals, 


Auch is the same as for the nation, see Benjamin Malzberg, “Patients in the New 
ork Civil State Hospitals,” Psychiatric Quarterly, 1948, 22:3, pp. 495-515. 
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Admission to State Mental. Hospitals by Age. 'The most conspicu- 
ous fact about patients admitted into mental hospitals is the 
increase of persons over 65 years of age. This trend is consistent 
with the general increase of aged people in the United States. In 
1920, persons 65 years of age and over comprised 4.7 per cent of the 
total population, but in 1940 they comprised, 7.9 per cent of the 
total population.’ In 1983, persons 65 years of age and over com- 
prised 16.7 per cent of the total first admissions in all mental 
hospitals. In 1946 this age group comprised 26.2 per cent of the 
total first admissions to the state mental hospitals." 

Since the number of people 65 years of age and over will continue 
to rise, it may be expected that their proportions in the state mental 
hospitals will also continue to rise. On the other hand, the propor- 
tions of the younger age groups admitted to mental hospitals has 
decreased. Persons under 35 years of age who were admitted into the 
state mental hospitals from 1927 to 1946 declined in proportions 
from about 35 per cent to 25.2 per cent of total first admissions. 

Persons between the ages of 35 and 64, who comprise the largest 
age group to enter mental hospitals, have declined from 49.9 per cent 
in 1922 to 44.4 per cent in 1946. Johnson found somewhat similar 
results in a study of the Warren State Mental Hospital in Pennsyl- 
vania. The age group 65 and over comprised 11.6 per cent of the 
first admissions from 1910 to 1914, but 24.9 per cent of the total 
admissions from 1940 to 1944. This increase in first admissions by 
this aged group occurred during a general increase of first admis- 
sions by 77.2 per cent or from 1,587 patients in 1910 to 1914 to 
2,813 patients in 1940 to 1944.7 

Does the Increase of Patients in Mental Hospitals Mean an 
Actual Increase in Disordered Behavior? Since the number of pa- 
tients in state mental hospitals and in other mental hospitals has 
increased so rapidly, does this increase denote an actual increase in 
psychoses? Those who claim that an actual increase in disordered 


5 Paul H. Landis, Population Problems: A Cultural Interpretation, p. 278 (New 
York: American Book Company, 1943). 

è Patients in Mental Institutions, 1933, p. 30 (Washington, D.C.: Bureau of the 
Census, U.S. Department of Commerce, 1935); Patients in Mental Institutions, 
1946, p. 81 (Washington, D.C.: Bureau of the Census, U.S. Department of Com- 
merce, 1948). 

7 Nelson A. Johnson, “The Growing Problem of Old Age Psychoses: An Analysis 
of the Trend in One State Hospital from 1910 to 1944," Mental Hygiene, July: 
1946, 30:3, pp. 431—449. 
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behavior has occurred have pointed to the rise of cities and to the 
increasing complexity of society as contributing factors On the 
other hand, the arguments which militate against this point of view 
are the following: First, the increase of urban communities and 
smaller homes makes it more difficult for relatives to keep the 
psychotic persons outside the hospital. Queer, awkward, or bizarre 
persons are more exposed to the judgment of others and can more 
likely become intolerable to their relatives and neighbors. Second, 
mental-hospital facilities have expanded and can accommodate 
more persons than before. The effects of hospital facilities upon the 
increased rates of admission can be shown by the differential rates 
among the varied sections of the country. For example, during 1943, 
admissions per 100,000 of the general population were higher in 
New England (93.4), Middle Atlantic (79.7) and Pacific (81.6) 
states than in the East South Central states (47.8) or the West South 
Central states (49.8).9 Third, the dread and stigma of mental hos- 
Pitals have lost some of their former sting, and relatives are less 
hesitant about committing disordered persons to state mental hos- 
pitals. 

The only actual rise in disordered persons is among the aged. 
Although there has been a rise in the number of aged persons, there 
has also been an increasing unwillingness on the part of the chil- 
dren and other relatives to care for their disordered aged at home. 
Since institutions for the aged are relatively few, many aged are 
Committed to state mental hospitals by their relatives as an easy 
Way out. In addition, but of no less importance, is the fact that 
many disorders of old age are organic and not responsive to treat- 
ment, 

4 Goldhammer and Marshall found that there was no long-time 
Increase during the past century for the personal psychoses for per- 
Sons under 50 years of age.!? They based their conclusions upon 
aBe-specified rates of first admissions to state mental hospitals in 


* See John Lewis Gillin, Social Pathology, 3rd ed., p. 137 (New York: Appleton- 
Century-Crofts, Inc., 1946). Mabel A. Elliott and Francis E. Merrill, Social Dis- 
?rganization, p. 511 (New York: Harper & Brothers, 1941). 

" Patients in Mental Institutions, 1943, p. 12 (Was ington, D.C.: Burcau of the 
Census, U.S. Department of Commerce, 1946). 

^ Herbert Goldhammer and Andrew W. Marshall, The Frequency of Mental 
Disease: Long Term Trends and Present Status (Santa Monica, Calif.: The Rand 
Corporation, 1949). 
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Massachusetts. They report an increase of aged patients, which they 
believe is a result partly of a true increase in arteriosclerosis and 
largely of expanded hospital facilities. 

To What Institutions Do Patients Go? More than 80 out of every 
100 patients are committed to public mental hospitals and chiefly 
to state mental hospitals. Before the end of World War II, this rate 
ranged from 82 to 85 patients for every 100 patients hospitalized. 
Before the war, over 70 per cent of the patients went to state hos- 
pitals. Since the end of the war, and with the expansion of veterans 
hospitals, about 78 per cent of the patients are admitted into state 
and veterans hospitals. County and city hospitals—which are lo- 
cated mainly in the Middle West, particularly in Wisconsin and 
Iowa—declined in the total proportion of first admissions from 7.8 
per cent in 1937 to 2.0 per cent in 1946. The care of mental patients, 
then, is primarily a public responsibility, because patients are en- 
trusted mainly to state and to Federal institutions. 


TABLE 11 


PERCENTAGES OF FIRST ADMISSIONS TO HOSPITALS FOR PERMANENT CARE 
IN THE UNITED STATES, 1936 To 1946* 


Public Hospitals 
Per Cent of Total 


County Total 
State Veterans and City Public Private 
Year Hospitals Hospitals Hospitals Hospitals Hospitals 
1946 58.4 19.6 2.0 80.0 20.0 
1945 60.3 18.8 2.5 81.6 18.4 
1944 65.2 16.3 2.4 83.9 16.1 
1943 69.8 10.2 2.5 82.5 17.5 
1942 74.4 5.4 3.0 82.8 17.2 
1941 744 4.7 6.2 85.3 14.7 
1940 74.4 5.3 5.3 85.0 14.6 
1939 73.7 5.5 6.1 85.3 14.7 
1938 72.0 5.6 7.4 85.0 15.1 
1937 71.0 4.0 7.8 82.9 174 
1936 72.0 3.4 7.5 82.9 174 


* Data taken from Patients in Mental Institutions, p. 12, 1945; p. 12, 1946 (Wash- 
ington, D.C.: Bureau of the Census, U.S. Department of Commerce). 


The Increase of Resident Patients. The rapid increase of resident 
mental patients in hospitals is one of the unnoticed features of the 
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past century. In the past sixty to seventy years, the patient popula- 
tion in state mental hospitals has increased five times as fast as the 
general population. In 1883 there were about 63 patients for every 
100,000 persons in the general population. In 1946 there were about 
545 patients for every 100,000 in the general population. Although 
more hospital facilities for care of mental patients may in part 
account for this increase, this rise reflects largely the number of 
patients who are admitted to state hospitals, and, more significantly, 
who are piling up as resident patients in these institutions. 

Why Do Patients Pile Up in Hospitals? Although about 80 out of 
€very 100 patients are committed to public institutions, over 97 
per cent of the resident patients are in public institutions, as can 
be seen in Table 12. With the increase of the aged in our popula- 
on, it is perhaps not surprising that their numbers have increased. 


TABLE 12 
PERCENTAGES OF RESIDENT PATIENTS IN MENTAL HOSPITALS FOR PERMANENT CARE 
IN THE UNITED STATES, 1937 ro 1946* 


Per Cent of Total 
Public Hospitals 


County Total 

Y State Veterans and City Public Private 
ear Hospitals ^ Hospitals Hospitals Hospitals Hospitals Total 
uo 84.2 9.1 44 97.7 2.3 100.0 
1944 84.7 8.1 4.6 97.4 2.5 100.0 
1544 85.8 7.6 4.2 97.6 24 100.0 
1942 86.1 32 4.2 97.5 2:5 100.0 
1534 86.9 6.5 43 97.7 2:4 100.0 
1940 85.1 6.2 6.5 97.8 2.2 100.0 
1939 85.4 6.2 6.2 97.8 2:2. . 100.0 
Pa 84.7 64 6.9 97.7 24 100.0 
1937 84.0 5.8 7.9 97.6 2.4 100.0 
1534 84.0 5.5 TI 97.4 2.6 100.0 
84.3 54 8.0 97.4 2.6 100.0 


* 
w. Data taken from Patients in Mental Institutions, 1946, p. 11, 1945; p. 11, 1948 
ashington, D.C.: Bureau of the Census, U.S. Department of Commerce, 1949). 


uo the ones who accumulate most are the schizophrenics. This can 
€ indicated by the length of stay of the different diagnostic types. 
ne study found that 28.5 per cent of the schizophrenics had been 
?spitalized 2 years or longer, but that only 11.9 per cent of the 


368 SOCIETY AND PERSONALITY DISORDERS 


manic depressives, 9.2 per cent of the alcoholics, and 13.8 per cent 
of all other diagnostic types had been hospitalized 2 years or 
longer. Further, 13.0 per cent of the schizophrenics, 3.4 per cent 
of the manic depressives, 2.8 per cent of the alcoholics, and 4.4 per 
cent of all other diagnostic types had been hospitalized 5 or more 
years. 

The schizophrenics also have the longest number of median years 
of hospital stay for patients who die in the hospitals. During 1943 
the median lengths of stay for the disordered patients who died 
were: schizophrenics, 14.6 years; manic-depressives, 5.8 years; alco- 
holic psychotics, 3.9 years; and all psychotics, 1.5 years.1? 

Of the different schizophrenic types it seems that the catatonics 
remain in the hospital for the shortest period, while the hebe- 
phrenics remain the longest, with the paranoids having intermedi- 
ate lengths of stay. Although these generalizations apply for these 
diagnostic types as a whole, they do not necessarily reflect upon the 
individual case, because factors other than the diagnosis itself con- 
tribute to length of stay in the hospital.13 

The increase of schizophrenics in sheer numbers has almost 
doubled. The schizophrenics comprise about 45 per cent of the 
resident population. 

This general accumulation of patients in state mental hospitals 
has resulted in overcrowdedness, in a shortage of personnel, and in 
a pressure to discharge patients prematurely in order to make room 
for new patients. It means, too, that the very care of patients is 
hampered, while its effects upon treatment could hardly be favor- 
able. The state mental hospitals have felt these effects more sharply 
than have other types of mental hospitals. In private hospitals, the 
rates of discharge in 1946, for example, were very high, about 29.0 
per cent of discharges for all mental hospitals, although the resident 
population was about 2.3 per cent. The veterans hospitals, by ex- 
panding their facilities and by recruiting more personnel, have been 
able to accommodate a larger number of patients; these hospitals 


? Raymond G. Fuller and M. Johnston, “The Duration of Hospital Life for 
Mental Patients,” Psychiatric Quarterly, 1935, IX, pp. 95-104. 

?? Patients in Mental Institutions, 1913, p. 29, 1946. 

13 See Leopold Bellak, Dementia Praecox, pp. 383, 406 (New York: Grune and 
Stratton, 1948); also H. Warren Dunham and Bernard Meltzer, “Predicting 
Length of Hospitalization of Mental Patients,” American Journal of Sociology, 
September, 1946, 52:2, pp. 123-131. 
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tend to discharge more patients than are admitted. The county and 
city hospitals have also decreased their number of resident patients. 
The major burden of the care and treatment, as well as the accumu- 
lation of patients, then, converges upon the state mental hospitals, 
which have lagged behind in their rates of discharge. 


TABLE 13 
PER CENT OF ADMISSIONS, DISCHARGES, AND RESIDENT PATIENTS IN PERMANENT-CARE 
HOSPITALS, BY TYPE OF HOSPITALS, 1946* 


County 
State Veterans and City Private ‘Total 
First admissions 58.4 19.6 2.0 20.0 100.0 
Discharges 44.0 26.0 1.0 29.0 100.0 
Residents 84.2 9.1 44 2.5 100.0 


* Data from Patients in Mental Institutions, 1946, pp. 11, 12, 13 (Washington, D.C.: 
Bureau of the Census, U.S. Department of Commerce, 1949). 


Differences of Length of Hospitalization in State and Private 
Hospitals. Although the difference in type of care and treatment 
contribute to the relatively large proportion of discharges in private 
hospitals and the relatively small proportion of discharges in state 
hospitals, the discrepant composition of the patients in the two 
types of hospitals and the attitudes of the relatives may also affect the 
length of hospitalization. 

A large proportion of the patients in state hospitals require cus- 
tody and are more resistant to treatment than the patients in pri- 
Vate hospitals, For example, in 1946 the nonpsychotic alcoholics 
Comprised 14.4 per cent of the first admissions in private hospitals 
but only 4.2 per cent in state hospitals. The neurotics comprised 
112 per cent of the total first admissions in private hospitals and 
Only 3.3 per cent in state mental hospitals. These two disorders 
usually can improve quickly, if temporarily, and can be discharged 
rather quickly. On the other hand, the disorders which are less 
amenable to therapy and which require custody are far more prev- 
alent in the state hospitals. For example, in 1946 the old-age psycho- 
Ses—cerebral arteriosclerosis and senile dementia—comprised 28.0 
Per cent of the total first admissions in state hospitals but 8.8 per 
Cent in private hospitals. ‘The schizophrenics, many of whom have 
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an unfavorable chance for recovery, comprised 18.9 per cent of the 
first admissions in state mental hospitals but 14.1 per cent in private 
hospitals. 

Another difference shows that state mental hospitals have less 
readmissions than private hospitals. For example, in 1943 the re- 
admissions constituted 22.5 per cent of all admissions in the state 
mental hospitals, but the readmissions in private mental hospitals 
comprised 33.6 per cent of all admissions.’ 

A third reason for the more rapid discharge of patients in private 
hospitals is that the relatives of patients have to spend large fees for 
their treatment. It is to their advantage to have them released as 
soon as possible. On the other hand, relatives of patients in state 
mental hospitals without this financial burden are frequently less 
concerned about having the patients released. 


EXCESS OF PATIENTS OVER CAPACITY 
IN STATE MENTAL HOSPITALS 
1926-1946 


PER CENT 


1926 1927 19281929 19301931 1922 19331934 1935 1936 1937 1938 1939 1940 1941 1942 19431944 1945 1946 


Chart II 


Overcrowdedness. Resident patients have increased so rapidly 
that, despite the building of more state-hospital facilities, over- 
crowdedness grows. In 1926 the normal capacity for resident pa- 
tients was about 232,000, but the number of resident patients was 
about 248,000. In 1946 the normal hospital capacity had beds for 
382,000 patients, but the number of patients had risen to about 
444,000. In 1926 the excess of patients over capacity was 7.1 per 


u Patients in Mental Institutions, 1946, p. 18 (Washington, D.C.: Bureau of 
the Census, U.S. Department of Commerce, 1948). 

5: Patients in Mental Hospitals, 1943, p. 11 (Washington, D.C.: Burcáu of the 
Census, U.S. Department of Commerce, 1946). 
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cent. In 1946 the excess of patients over capacity was 16.3 per cent.!6 
In short, the hospital capacity increased by 64.7 per cent, but the 
patient population increased by 79.0 per cent. 

Before and during World War II, the excess of population over 
capacity fluctuated about the 10.0 per cent figure. After the war, 
it has continued to rise, until it is estimated that there is over 16.0 
per cent excess population. 

For example, in Rockland State Mental Hospital in New York, 
which is one of the better state hospitals in the country, there was 
an overcrowding cf 30 per cent. 


- « . Some wards looked like seas of beds, with scarcely any aisle room. 
Beds lined dormitories. They spilled over into dayrooms originally 
intended for recreation and into the tub rooms from which thera- 
peutic equipment had been removed to make space for sleeping 
quarters.17 


In Pennsylvania, at the Bybeery State Hospital, the resident 
Population was 75 per cent over its normal capacity of 3,400 pa- 
Gents. At the Cleveland State Hospital there was an overcrowding 
of 25 per cent over its normal capacity of 2,200. The minimum space 
for patients, according to the standards of the American Hospital 
Association, are 80 square feet per bed in four-bed rooms; 125 
Square feet in a single-bed room.!* 

More Resident Patients Are Older. Another result of the piling- 
Up process in the state mental hospitals is that more of the patients 
are older. In a study of the age distribution of the resident patients 
for different time intervals from 1915 to 1947 in the New York 
State mental hospitals, Malzberg found that the mean age went up 
from 48.0 years in 1915 to 52.4 years of age in 1947.1° The percent- 
38€ of resident patients 65 years of age and over went up from 13.5 
ber cent of total resident patients to 23.1 per cent. On the other 
hand, the percentage of patients under 35 years of age went down 
from 20.6 to 154. The age group between 35 and 65 declined 


“Patients in Mental Institutions, 1946, p. 25 (Washington, D.C.: Bureau of 
the Census, U.S. Department of Commerce, 1946). 
* Albert Deutch, Shame of the States, p. 85 (New York: Harcourt, Brace and 
©mpany, Inc., 1948). 
Group for the Advancement of Psychiatry, Report No. 7, March, 1919, p. 2. 
? Benjamin Malzberg, "Patients in the New York Civil State Hospitals," Psy- 
chiatry Quarterly, 1948, 29:3, p. 499. 
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slightly from 65.2 per cent to 61.2 per cent of the total resident 
patients.?? 

In comparing the percentages of resident patients of the different 
age groups from 1924 to 1944, Johnson found the most pronounced 
increase for the age group over 65 and the most pronounced de- 
crease for the age group between 31 and 56.24 

Expenditures per Patient. The per capita expenditure on patients 
in state mental hospitals is rising; in fact, the average expenditure 
per patient per year has risen by about 53 per cent. Yet it is still 
below the minimum required. The requirements of the American 
Psychiatric Association are $2.50 a day for long-term care and $5 
a day for short-term care. In 1946 the state mental hospitals ex- 
pended, on the average, $1.19 a day for the maintenance of each 
mental patient. By contrast, the private hospitals expended about 
88 a day for each mental patient. The state with the lowest provi- 
sions spent about 60 cents per day. The state with the highest pro- 
visions, New York, spent about $1.55 per day. 

Although the national average per capita expenditure in 1946 
was about $436.72 or $1.19 per day, 35 states had less than the 
national average. In general, the Northeastern states had the highest 
per capita expenditures and the Southeastern states the lowest- 
Wisconsin had the highest per capita expenditure for patients in 
state mental hospitals, but most of her patients are committed 
to hospitals controlled by the counties. 

The average per capita expenditure for state, county, and city 
hospitals in 1947 was about one fifth of that of private hospitals and 
about one fourth that of veterans hospitals.?? 

Premature Discharges and Waiting Lists. Because of the long 
waiting lists in some state mental hospitals, some patients may be 
discharged before their condition warrants such release. If the 
patient seems mild in his demeanor, somewhat communicative, has 
no obvious delusions, and does not harbor any detectable homicidal 
tendencies, the patient will in time be considered for conditional 


? Ibid. 

^ Nelson A. Johnson, “The Growing Problem of Old Age Psychoses: An Analy- 
sis of the Trend in One State Hospital from 1910 to 1944," Mental Hygiene, July, 
1946, 30:3, pp. 431-449. ) 

* The average annual per capita expenditures for the respective hospitals are 
as follows: state, county, and city hospitals, $549; veterans hospitals, $2,133; pri- 
vate hospitals, $2,500. The American Psychiatric Association standard was $1,825. 
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release. This is often necessary in order to make room for new pa- 
tients. There is no precise way of measuring the extent of this prac- 
tice, except by a survey of the conditions of the ex-patients who are 
discharged. But the practice of discharging patients who would 
possibly remain longer is often admitted by hospital superintend- 
ents. As we shall see later, the patient is usually pleased with this 
practice. 

On the other hand, a psychotic patient may require treatment 
but may not gain admission into the mental hospital because there 
is no room for him. Overcrowdedness thus becomes a destructive 
two-edged sword. It leaves the hospital the undesirable alternatives 
of discharging patients prematurely or of excluding patients who 
need treatment and/or care. In a study of 104 state mental hospitals 
by the National Committee for Mental Hygiene in 1934, 27 state 
mental hospitals found it necessary to bar new admissions. In 1 
state, for example, there was a waiting list of 2,543 persons who had 
been legally committed to mental hospitals but who were denied 
admission; this state already had 3,383 patients beyond capacity. 
Morcover, in some states, some patients were being confined in jails 
for long periods because there was no room for them in the state 
mental hospitals? Since 1954, as we have pointed out, overcrowded- 
ness has increased rather than diminished in many states, and thus 
the situation for the committed and potential patients has become 
aggravated. 


Summary 


Schizophrenics and “old-age” psychotics are entering the mental 
hospitals in increasing numbers and represent a serious problem to 
society because so many do not respond to treatment. Thus, they 
pile up in the hospital, especially in state mental hospitals which 
bear the brunt of caring for. these patients. These hospitals fre- 
quently do not have the facilities to accommodate them. In conse- 
quence, overcrowding, shortage of personnel, and the pressure to 
discharge patients prematurely have become prevalent. Increased 
appropriations to the state mental hospitals are essential to improve 
these custodial accommodations. But, as we shall see in the next 
chapter, these appropriations are also necessary for improving the 


* Albert Deutch, The Mentally Ill in America, p. 449 (New York: Doubleday 
& Company, Inc., 1937). 
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caliber of the staff who are recruited and who remain in the mental 
hospital, for the effectiveness of state mental hospitals rests ulti- 
mately upon the attitudes among the personnel and their relation- 
ships with the patients. 
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CHAPTER SIXTEEN 


The State Mental Hospital: Functions 


and Personnel 


The Mental Hospital as a Social Community 


The patient who is admitted into a state mental hospital does not 
merely enter into a group of separate individuals who are placed 
logether in the same building or buildings. Instead, he enters a 
Social community, with traditions and fixed roles for the hospital 
Staff and for the patients. These status positions have explicit and 
definite rules and, through the years, have become reinforced by 
traditions, rituals, and institutionalized ways of doing things. Also, 
the mental hospital is a relatively self-contained and isolated com- 
munity. Like any other isolated community, it changes slowly. In- 
Novations are suspect, and disruptions in the patterned routines are 
often opposed. The way of life in the hospital is such that the 
personnel who are recruited and who remain reinforce these tradi- 
tional routines. These observations point to the need of understand- 
ing the mental hospital as a social setting for the mental patient. 

Social Structure. Employees of the mental hospital set themselves 
Apart from the patients and come to form the upper level of a 
Castelike social structure. All social processes in the hospital revolve 
around this principle of staff dominance and patient subservience. 
` hese status lines are so inflexible that the primary kinds of compe- 
ttion which patients experienced in the outside community are 
absent in the hospital. Sullivan has expressed this point as follows: 
ee Stack Sullivan, Conceptions of Modern Psychiatry, p. 112 (Washington, 

di he William Alanson White Psychiatric Foundation, 1947). 
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The mental hospital is a sub-community strikingly different from 
the larger social system in which it is embedded. lt is primarily a 
social system made up of fixed castes, which does not permit any ver- 
tical mobility. Moreover it is a social organization autocratically 
maintained in conformity to a relatively small number of simple, 
explicit, rules—in great contrast to the larger society with its however 
feebly democratic authority, coupled with complex, mostly implicit, 
often contradictory, demands that are variously and often inequably 
enforced by public opinion, group prejudice, the church, and the 
police powers of the community. 

Among the two groups of personnel and patients a more mobile 
structure exists. Among the staff, the superintendent and profes- 
sional staff are at the apex, followed by the clerical staff, and then 
the attendants and utility workers. Among the patients, (1) the 
hopeful or “curable” patients are on top, (2) the chronic patients 
are next, and (3) agitated patients are at the bottom. This latter 
arrangement results from the staff's attitudes toward the patients 
as well as from the patients’ judgments of each other. 

The Purpose of Dominance. Status arrangements have an intrin- 
sic logic and are Supported by a set of rationalizations by the 
dominant group. The dominant group uses and justifies its control 
of the subordinate group whether to exploit, to care for, or to help 
the patients. Frequently, the dominant group does all these things.” 
For example, in a general hospital physically ill patients are sub- 
ordinate to the doctors and nurses who strive to facilitate the pa- 
tients’ improvement and recovery. With this rationale of therapy 
the doctors can prescribe what the patients should or should not do. 

The relationships between the staff and the patients in the mental 
hospitals can be analyzed and assessed in the same manner, namely, 
by the ways the staff use their dominance in dealing with the 
patients.3 


Functions of the Hospital 


The hospital staff controls the patients for these purposes: (1) to 
protect the public and the patients; (2) to afford custody, care, and 


* Allison Davis, Burleigh B. Gardner, and Mary R. Gardner, Deep South, pp- 
15-20 (Chicago: University of Chicago Press, 1941). 
? Better Care in Mental Hospitals: Proceedings of the First Mental Hospital 


Institute, edited by Daniel Blain, pp. 89-160 (Washington, D.C: American 
Psychiatric Association, 1949). 
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Work; and (3) to treat the patients. They combine these purposes 
in varying degrees for different patients. The hospital staff, by their 
attitudes toward the practice of therapy as well as to custody and 
care, will enable us to judge to what extent the hospital helps or 
retards the patients’ improvement. These facets of hospital life can 
be clarified further by the modes of relationships among the staff 
and by the relationships between the staff and the patients. 

Protection of the Public and the Patients. The hospital excels in 
its function of segregating psychotic persons, a minority of whom 
are harmful, from conventional society. Relatively few patients 
€scape from the hospital, and, as far as can be determined, few 
patients commit suicide or homicide. 

Patients who are potential suicides are closely watched, and all 
sharp instruments are removed from their possession. In one in- 
Stance, a patient attempted to commit suicide while working in the 
kitchen. She was about to stab herself when another patient saw 
her, struggled with her, and succeeded in wresting the knife away. 
Thereafter the patient was carefully watched and lost her privileges, 
Which included permission to walk in the grounds. 

Patients who have potential homicidal tendencies are generally 
Placed in an agitated ward in order to minimize their opportunities 
for scape. Indications of their homicidal attitudes are recorded on 
their charts, and these notations minimize their chances for eventual 
release, For example, a patient who was diagnosed as a paranoid 
Schizophrenic was granted a week-end trial visit. While he was out, 
his wife claimed that he tried to kill her with a hammer. After this 
€Pisode he was placed in an acutely agitated ward, and his file 
Tecord indicated that he was "dangerous." Unaware of this notation, 
the patient still hoped to be released. He believed that were a 
ormer doctor still employed in the hospital, he would have been 
released, and he attributed his detention to the indifference of the 
Present doctors. 

The mechanical restraint of patients also has an administratively 
Protective function. Often, agitated or violent patients can be po- 
tentially homicidal or suicidal. Since many state hospitals do not 
làve enough qualified personnel to supervise these patients, re- 
Straint becomes a convenient, if harsh, recourse. For example, a 
“atatonic schizophrenic, who was combative and agitated, man- 
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aged to wriggle out of restraint, then attacked a patient near by. 
The assaulted patient was so severely injured that he was in bed for 
a few weeks. 

The Custody of the Patients. Many state hospitals have so meager 
a budget that maintaining their institutions becomes an important, 
even trying, problem. This problem has become intensified by over- 
crowded conditions and by the maintenance of large buildings.* 

The overcrowded conditions of the state mental hospitals make 
the patients increasingly uncomfortable and prevent privacy. Some- 
times hopeful patients get better custodial care then either chronic 
or agitated patients because the hopeful patients are most fre- 
quently visited by relatives. Also, the hospitals can make a favorable 
impression upon the public by a few "dressed-up" wards. 

Yet these custodial features of hospital life within limits have 
many favorable aspects. In progressive hospitals the wards are 
usually clean, and the patients are usually kept clean, although in 
less progressive hospitals this does not obtain. When possible, 
patients are provided with entertainment, such as motion pictures, 
dances, or outside entertainers. Untidy patients who cannot care 
for themselves are helped by attendants; the aged and the patients 
with organic disorders are given proper custody, especially when 
the budget of the hospital can include proper care. Periodic cele- 
brations during holidays cut the pressing monotony of hospital life. 
Often, when these custodial features are not present, the low 
budget for hospital maintenance and hospital treatment may, in 
part, be responsible. The low budget affects other custodial aspects 
of the hospital. 

The per capita expenditure on purchased provisions, including 
food, is low. Though rising, in 1946 it was 27 cents per day. This 
national average of expenditures, however, is not indicative of the 
amount of food consumed, because of the fluctuating prices and be- 
cause a large share of the food is produced on hospital farms. Yet it 
gives us some rough notion about the quality and amount of provi- 
sions received. In addition, some state hospitals have separate menus 
for the staff and patients. The patients’ food is often inferior to 
that of the staff. For instance, one improvement in a new program 
in Minnesota was to provide the same menu for patients and staff. 


4See Albert Deutch, Shame of the States (New York: Harcourt, Brace and 
Company, Inc., 1948). 
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TABLE 14 


AVERAGE PER CAPITA EXPENDITURES ON PURCHASED PROVISIONS IN STATE MENTAL 
HOSPITALS AND IN PSYCHOPATHIC HOSPITALS, PER YEAR AND PER DAY* 


State Psychopathic 
Annual Daily Annual Daily 

Year Expenditures Expenditures Expenditures Expenditures 
1946 $97.40 $0.27 $272.17 $0.75 
1945 86.39 0.23 399.48 1.09 
1944 85.33 0.23 361.32 0.99 
1943 81.99 0.22 355.54 0.97 
1942 76.61 0.21 429.23 1.18 
1941 65.46 0.18 

1940 62.25 0.17 

1939 62.62 0.17 

1938 65.72 0.18 


* Data taken from Patients in Mental Institutions (Washington, D.C.: Bureau of 
the Census, U.S. Department of Commerce, 1946). 


In a survey of 45 state mental hospitals by a group of 32 observers, 
the following results were obtained:? Of the hospitals, 95 per cent 
were overcrowded, some of them by 50 per cent. The Group for the 
Advancement of Psychiatry estimates that the range of overcrowded- 
ness in state mental hospitals was from 20 to 74 per cent over ca- 
Pacity.^ Of the state mental hospitals, 45 per cent did not supply 
Sufficient bed sheets, and 35 per cent did not provide enough cloth- 
Ing. For example, it was not unusual to see women patients dressed 
With short cotton dresses and long white stockings so that they 
looked like overgrown children. Seventy per cent of these hospitals 
did not provide games and reading material; 20 per cent served 
unsanitary food, and 50 per cent served food poorly. In 35 per cent 
of the hospitals tubercular patients were not properly isolated from 
the other patients? Many hospitals were inadequately built, and 
Some were downright dilapidated. 

: The custodial function in many state mental hospitals is, indeed, 
Inadequate; yet each hospital is a distinct institution and a distinct 


w, Prank L. Wright, Jr., Out of Sight, Out of Mind, pp. 127-128 (Philadelphia: 
n ational Mental Health Foundation, Inc., 1947). 

National Health Assembly, America’s Health, p. 315 (New York: Harper & 
Brothers, 1949). 

Frank L, Wright, Jr., Out of Sight, Out of Mind, p. 128. 
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organization. The defects in any hospital may be counterbalanced 
by commendable qualities. Yet, whatever custodial shortcomings 
exist in the state hospitals, the attitudes of the staff to the patients 
are more important and their attitudes are influenced by the 
patients’ roles in the state hospital. In this respect the attitudes of 
the staff are influenced by the work the patients do in the hospital, 
however beneficial some types of work may be for the patients. 

State hospitals attempt to supplement inadequate appropriations 
by putting patients to work; this practice is traditional in nearly all 
state hospitals. Presumably, work benefits the patients when it keeps 
them occupied on constructive and useful projects. But the bene- 
ficial effects are often coincidental rather than deliberately planned 
by the staff. Frequently, patients work simply to maintain the 
hospital. 

For example, in one typical state hospital 520 patients, or 20.8 
per cent of 2,494 patients, were employed in some capacity. Of the 
employed patients, 101 received some stipend which totaled $261 
per month. Seventy-six patients, or 3 out of 4 workers, received 
$2 monthly, 10 received $3 monthly, and 1 patient received $25 
monthly. The other 14 patients received between $4 and $10 per 
month. In another hospital in the deep South, out of a total of 4,390 
patients, 2,460, or 56.0 per cent, were employed in some mainte- 
nance capacity about the hospital. It is not known whether these 
patients received any stipend. In some state mental hospitals re- 
wards for working are limited to "privileges." 

Obviously, the larger the funds allocated for hospital care, the less 
the need for patient employment. When funds are low, the em- 
ployment of the patients becomes an end rather than a means tO 
lighten their monotony or to provide treatment for them. This 
aspect of hospital policy differs with the particular hospital. In one 
state hospital a patient who refused to work was placed in the 
agitated ward. In another state hospital a patient who said he 
would not work without pay was left alone, but the suspicion was 
that he might be psychopathic. In the former case the custodial and 
traditional aspects of the hospital were stressed. In the latter in- 
stance the therapeutic phase was considered, which is a departure 
from the usual state-mental-hospital procedure and is rather infre- 
quent. Moreover, patients are supervised by maintenance and ad- 
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ministrative workers.5 These supervisors have little if any connection 
with the medical staff and are not concerned with the workers’ treat- 
ment but with their usefulness in getting the chores done. 

For example, one patient was assigned to help clean some rooms. 
The doctor told her that this was a kind of therapy, although he 
recognized that the type of work—cleaning rooms—was not in keep- 
ing with her college education. Convinced by his explanation, the 
patient worked one week, then quit and returned to the ward. She 
claimed that the person in charge insulted her, called her “stupid,” 
“dumb,” and other derogatory names. Though understanding this 
situation, the doctor also realized that his control of the situation 
was limited. When he spoke to the supervisor she informed him 
that her job was to see that the work was done and not “to baby 
the patients." 

The hospital as a semiautonomous unit virtually requires many 
patients to work. Some patients claim that they benefit from this 
Work, but it is not known to what extent they are benefited. Others 
feel that they are merely being exploited. In extreme situations 
this is the case. Sometimes hopeful patients hesitate about accepting 
Certain hospital jobs, because they suspect these jobs will delay their 
discharges, In part, their suspicions are justified. They may be off 
the ward when the physician makes his rounds and thus not attract 
his attention by their improved condition. "Their particular super- 
Visors or the attendants may not want to lose their services or skills 
and may try to keep the patients in the hospital for longer periods. 

In a study of the Chicago State Hospital, 1930 to 1932, Worthing- 
ton found that, of 290 persons, the conditional release of 132 men 
Was not encouraged because they were useful workers.® Since that 
time conditions have improved in the more progressive state hos- 
Pitals. For example, the staff of progressive hospitals review the pa- 
Hents at least once every three months and discharge those patients 
Who are improved, regardless of their jobs. However, other hospitals 
Still retain this work-centered policy. 

Treatment of the Patients. The treatment of the patients is one 
ag Survey of 45 hospitals, 90 per cent of these hospitals "used patients in a 
5 ntered rather than a patient-centered manner.” Ibid. n 

"lorence P. Worthington, "Suggested Community Resources for an Extensive 


Par, de s 
ju ls System for Mental Patients in Illinois," Smith College Studies in Social 
ork, June, 1933. 
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of the more important functions of the hospital and many times 
is incongruous to its custodial functions. Ostensibly, all state mental 
hospitals have some forms of therapy. Our chief consideration is to 
see how certain representative types of therapy fit within the total 
patterns of the hospital community rather than to assess these forms 
of therapy in vacuo, for the way the therapy is defined by the staff 
and by the patients will determine its actual function in the hos- 
pital. In this light we shall evaluate (1) occupational therapy, (2) 
hydrotherapy, (3) electroshock and insulin therapies, and (4) psy- 
chotherapy. 

Occupational Therapy. In contrast to the work done by patients 
in maintaining the hospital, occupational therapy is designed to 
help the patients. As yet, in some state mental hospitals this pro- 
gram is not very encompassing. In other hospitals it does not exist 
or at best functions on a token basis. In a few progressive hospitals 
it functions well. The principles of occupational therapy should be 
applied in such a way that the type of work proves helpful to the 
particular patient in terms of his individual attitudes and conflicts 
Yet this consideration becomes secondary. Instead, the products 
made by the patients become primary. These products may be sold 
or displayed to the public, but the therapeutic effects upon the 
patients are not considered. 

Occupational therapy, of course, is far preferable to idleness and 
to indiscriminate work. Yet occupational therapy and other forms 
of therapy serve to illustrate how a specific function within the 
hospital is diverted from its intended purpose and is made to fit 
consistently with the traditional practices of the hospital. Conse 
quently, in many hospitals occupational therapy becomes a means 
for turning out materials either for hospital use or for sale to the 
public. For example, in one state hospital the occupational-therapy 
section became like a small factory which produced small articles 
needed by the staff. What was intended as a means became an end, 
and the original end—the improvement of the patients—lost its 
intended importance. 

In some progressive state mental hospitals occupational therapy 
is designed primarily for the patients' benefit. The patients are 
assigned by psychiatrists to designated occupations according tO 
their individual needs, and they are followed up in order to de 
termine whether they are being benefited. In addition, the psychi- 
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atrists retain contact with the department heads and with the in- 
dustrial activities of the hospital to know where the patients can 
best be assigned. 

In an optimum situation the occupational therapist, in co-opera- 
tion with the head nurse, trains the patient in a prevocational shop 
for hospital industry. After she has secured pertinent information 
about patient and industry, she refers this information to the 
psychiatrist, who assumes responsibility for placing the patient 
properly. Then the occupational therapist provides the patient with 
prevocational training, introduces the patient to his job, and then 
gives the industrial therapist all the information available about 
the personality and skills of the patient. The occupational therapist 
acts in a liaison capacity between the psychiatrist and the other 
hospital departments. It is apparent that such a program would 
create an atmosphere of industry throughout the hospital and 
would be sanctioned by the patients themselves. The patients would 
not be driven but led.1° Their needs would be considered by regu- 
lar rest periods, and by teachers who would stimulate the depressed, 
hold back the excitable, try to socialize the withdrawn, and en- 
Courage the discouraged. 

Another practical consideration of occupational therapy is to link 
the type of work which the individual patient does in the hospital 
With his potentialities for outside employment. Since many jobs in 
many state mental hospitals are menial, this connection cannot be 
made. Yet hospital vocational training for posthospital adjustment 
Would benefit the patients immensely. For this purpose vocational 
Classes would help. This vocational training would be successful, 
however, when the hospital's attitudes toward the patients’ work 
changed from a hospital-centered to a patient-centered orientation. 
When this occurs, the patients would be placed in jobs befitting 
their personality needs and skills. Occupational therapy and indus- 
trial therapy would then become the co-ordinated aims of state 
menta] hospitals. This practice is being attempted in some progres- 
Sive state mental hospitals. 

Hyd rotherapy. In part, the same is true of hydrotherapy. Hydro- 
y ge A rur A. Bryan, Administrative Psychiatry, pp. 203-206 (New York: 

4 See “Thom ate ce EA rli E. Woodward, 

homas A. C. Rennie, Temple Burling, and Luther E. 
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Vocational Rehabilitation of Psychiatric Patients, pp. 6-9 (New York: Common- 
"cath Fund, 1950). i 


384 SOCIETY AND PERSONALITY DISORDERS 


therapy is the use of warm baths to help quiet disturbed patients. 
As a form of sedation in some hospitals, the treatment has become 
twisted from its original purpose into a form of quasi punishment. 
For it has become defined by the patients as punitive, and some at- 
tendants may use it to warn patients against becoming disobedient. 
Nonetheless, hydrotherapy is a necessary treatment aid in the hos- 
pital, but the social meanings which become attached to it stray far 
from its specific intention.” 

Electroshock and Insulin Therapy. Electroshock and insulin 
shock therapies have been instituted in many state mental hospitals 
during the past fifteen years. Shock therapy generally is peculiarly 
congenial to hospital traditions. Shock treatment can be adminis- 
tered in a simple way to many patients in a relatively short time 
and in an impersonal manner; it does not disrupt the custodial 
relationships between staff and patients; it tends to reinforce the 
biological approach to psychotic disorders. In the absence of sys 
tematic psychotherapy, these forms of physical treatment have been 
a boon to the state hospitals, because they represented actual 
therapy. Claims of recovery were very high in the first years, though 
more recently the claims of recovery have been more modest. AI 
though in this section we will not appraise the results of these forms 
of therapy, we will concentrate on the way these therapies fit into 
or have changed the hospital traditions. 

Generally, the shock therapies changed the routine of some hope- 
ful patients and awakened hope among the staff that formerly 
difficult patients might now improve. But the general attitudes of 
the staff toward the patients have not changed. Some patients merely 
conformed to a new routine. Usually, they were not oriented to 
these new treatment mediums; the staff made scant efforts to under- 
stand why the patients improved or did not improve; improvement 
and nonimprovement were merely accepted as empirical facts. In 
some hospitals doctors did not make follow-ups of these physical 
therapies by systematic psychotherapy. A general lack of postshock 
psychotherapy resulted. because of the social distance between the 
doctors and the patients and because of the shortage of doctors- 

12 Wright reports that one state hospital had the most modern hydrotherapy 
equipment for over two years, but the equipment was never used because “none 
of the doctors know how to use it and none of them will learn.” See Frank L- 


Wright, Out of Sight, Out of Mind, pp. 63, 64 (Philadelphia: National Mental 
Health Foundation, Inc., 1947). 
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Since the patients were left in the dark concerning these forms of 
treatment and were not oriented to them, many became frightened 
by the shock and did not realize its worth. 

The crucial meaning of these physical forms of therapy arises 
from the staff's control of the patients. This staff attitude bears 
especially upon the use of therapy for agitated patients. These 
patients may feel that they are being punished because of their 
agitation. In other words, when the staff have essentially custodial 
rather than therapeutic attitudes to the patients, they define physi- 
cal therapy consistently with their general orientation. As a result 
the patients, left to themselves, define these devices in their own 
&roping ways and often consider the physical therapy as punitive. 
Despite this fact, as we shall see in the next chapter, many improve 
and even recover, at least temporarily, with the help of shock 
therapy, 

Psychotherapy. Although psychotherapy is not widespread in 
State mental hospitals, it has been used, as far as is feasible within 
the established routine, in some state institutions. This is true not 
Only for the interview techniques used by doctors but also for the 
Occasional practice of group psychotherapy. Marsh attempted to 
apply a vague kind of “group psychotherapy" to mental patients 

ya technique somewhat similar to the religious revival. His aim 
Was "to make" the patients more sociable and outgoing.!?? Lazell 
and Klapman also have reported their experiences of group psycho- 
therapy for hospitalized patients. Generally, their group psycho- 
therapy has consisted mainly of lectures. It is not known to what 
SXtent these lectures have proved successful. Lazell indicated that 
he Was able, through the lectures, to help a hallucinating patient to 
- Mprove, although he thought that his lectures had no effect upon 
the patient at the time. 

As a result of the use of group psychotherapy during World War 
TL, as we have pointed out, a greater understanding has been gained 
of the processes and techniques helpful to improvement. Such treat- 
ment practices as group psychotherapy and psychodrama, when 


1 L G Marsh, “Group. Treatment of Psychoses by the Psychological Equiva- 
Sat 9f the Revival," Mental Hygiene, April, 1931, 15, pp. 328-349. 
CE. Ww, Lazell, “The Group Treatment of Dementia Praecox by Mental Re- 
Education,” U.S. Veterans Bureau Medical Bulletin, 1930, VI, pp. 733-747; John 
; Klapman, Group Psychotherapy: Theory and Practice, Chap. X, New York: 
Tune & Stratton, Inc., 1946. 
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supervised by competent persons, could facilitate the patients' im- 
provement. 
Klapman points out the effects of group therapy upon a group 
of patients who had been treated by insulin shock. He says: 
Often even a quite dilipidated patient who joins class will show 
marked changes in behavior and deportment after some class attend- 
ance. In the hurly-burly of the usual institutional practices it has 
often happened that for one reason or another a patient is transferred 
to a different ward and can no longer attend class. His behavior gradu- 
ally lapses into its former character. 

On a certain ward where group therapy was given in conjunction 
with insulin shock therapy, but where any patient who desired it was 
admitted, a fine esprit de corps grew up between class members. They 
elected officers. They went for walks together, and if a patient devel- 
oped secondary coma while on the grounds they solicitously looked 
after him and immediately supplied him with candy. Owing to the 
various changes necessitated by the shifting conditions of the institu- 
tional practices, group therapy was discontinued on that ward. The 
nurse reported a striking change in the class members. Many walked 
around as if lost, and repeatedly inquired whether they would have 
class again. The ward gradually became more noisy and its patients 
more bellicose. Injuries increased.15 
In short, though treatment techniques are known, these tech- 

niques are hard to introduce and to sustain in state mental hospitals. 
The inertia of tradition tends to distort the intended functions of 
treatment. In fact, the types of therapy are made to conform to cus- 
todial patterns; for innovations create a disruption in the routines 
of the long-time staff members, throw them off balance, and make 
them insecure. Consequently, the staff members resist the changes 
which psychotherapy requires, or try to fit them as closely as possible 
into the established routine of the hospital. These immobile and 
inflexible routines in the state mental hospitals have their subjective 
counterparts in the attitudes and relationships among the hospital 
personnel. 


The Hospital Personnel 


Informal Organization. The hospital staff are an organized group» 
with many features of village life. Many employees live in the hos- 
pital and frequently confine their activities to the hospital during 
off hours. Permanent residents of a town generally suspect state 


15 [bid., pp. 283-284. 
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employees as transient sojourners and are often reluctant to accept 
them. Their suspicion about mental-hospital employees is height- 
ened because of the transiency of the staff and because of their pre- 
conceptions and prejudices concerning the patients in the mental 
hospital as well as the mental hospital itself. 

Consequently, the employees become an in-group who are re- 
Stricted largely in their associations to other hospital employees. 
Gossip, rumor, and small talk prevail among them; persons become 
readily typed; each knows or tries to know something about the 
others. Enough mingling and gossip or "hospital grapevine" exist 
so that every member becomes known in some manner to a large 
segment of the hospital personnel. To avoid becoming the object of 
gossip, every employee is somewhat guarded about his nonofficial 
activities. Within this social setting distrust, hostility, and intrigue 
among the employees can magnify and personalize conflicts. The 
viewpoint one assumes in fulfilling his official role is shaped by the 
type of rewards and modes of approval given by other staff members. 
These attitudes among hospital personnel in the state mental hos- 
pitals are important because they are similar to the attitudes and 
relationships among personnel in many institutions, and, as we 
shall see, because they bear upon the staff’s relationships with the 
patients, 

The Doctors. The superintendent and the doctors are at the top 
of the hospital hierarchy. They have prime responsibility for the 
Patients’ improvement. In keeping with their position, they have 
the choice of dwellings in the hospitals, eat in the “professional” 
dining room, which is separated from the attendants’ dining room, 
and may have one or more patients clean their apartments. Gener- 
ally, they limit their associations to other professionals. The compe- 
tence and qualifications of the doctors in state mental hospitals have 
been in a state of flux since World War II, because the added stress 
9n psychiatric work has introduced more incentives for working in 
State mental hospitals. Nonetheless, in past years and largely at the 
Present time, the doctors can be classified into two broad categories. 

One group consists of those physicians who for varied reasons 
have become unsuccessful in or dissatisfied with private practice 
and have gone into hospital work as a means of economic security. 
The other group is composed of younger doctors who use their hos- 
Pital experiences as a training interlude and eventually intend to 
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enter private practice in psychiatry; sometimes these younger doc- 
tors do not enter private practice because they have become con- 
tent with hospital work. Since the first group of doctors have been 
in the hospital for a longer period, they are generally in strategic 
positions and can control hospital policy. Not infrequently, the 
psychotherapeutic ideas of the younger doctors are considered 
threats to the positions of the older doctors and increase their in- 
securities. 

Duties of the Doctors. The doctor has his duties laid out for him. 
He makes his morning rounds, interviews patients, writes progress 
notes of the patients, leaves instructions for the attendants con- 
cerning the patients, may perform shock therapy, attends staff meet- 
ings, sees visitors, and has other miscellaneous duties. The way the 
doctor fulfills these functions is the basis for his social rating by 
others in the hospital. Better-trained doctors, i.e., by education and 
types of experience, are often assigned to the hopeful wards; lesser- 
trained doctors are usually assigned to the chronic wards. Some- 
times these assignments are made on the basis of seniority. 

One of the most persistent complaints of hospital superintendents 
is shortage of doctors. In fact, the proportion of doctors to patients 
declined during World War II and is at present only catching uP 
to the prewar rate. Estimates at present range from 1 doctor for 255 
patients to 1 doctor for 275 patients.1* This is less than one sixth of 
the minimum standard recommended by the American Psychiatric 
Association. 

Because of the shortage of doctors and the emphasis on therapy in 
the hopeful wards, more doctors per patient are assigned to the 
hopeful wards and fewer doctors per patient are assigned to the 
chronic and agitated wards. In one state hospital 3 doctors had 
charge of 334 hopeful patients, but 4 doctors had charge of 1,907 
chronic and agitated patients. In the hopeful wards the doctor-to" 
patient ratio was 1 to 111. In the chronic wards it was 1 to 477.7 

In adjusting to the hospital routine, the doctor acquires certain 


1 The National Health Assembly, America’s Health, p. 306 (New York: Harper 
& Brothers, 1949). 

*7In some hospitals the ratio is obviously higher. Although we have pointed 
out that the average doctor-patient ratio is about 1 to 255, Maisel reports that 
1 doctor at Rhode Island state hospital had responsibility for 550 patients as well 
as 200 inmates in a prison. Albert Q. Maisel, “Our Mental Hospitals: a National 
Disgrace,” Life, May 6, 1946. 
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TABLE 15 


PATIENT RATIO PER PHYSICIAN—FULL TIME—IN STATE MENTAL HOSPITALS 
IN THE UNITED STATES* 


Number of Number of Number of Number of 
Patients Patients Doctors Staff Physicians 

per per Staff per 1,000 per 1,000 
Year Doctor Physician Í Patients Patients 
1946 255.7 372.6 3.9 2.6 
1945 295.4 432.1 3.4 2.3 
1944 295.0 444.0 3.4 2.3 
1943 279.8 379.8 3.6 2.6 
1942 263.1 400.0 3.8 2.5 
1941 224.4 328.6 4.5 3.0 
1940 217.0 312.5 4.6 3.2 
1939 221.0 4.5 
1938 216.6 4.6 


* Data taken from Patients in Mental Institutions, 1945, p. 27, 1942; p. 123, 1946; 
P- 28, 1948 (Washington, D.C.: Bureau of the Census, U.S. Department of Com- 
merce), 

A Doctors include all medical practitioners, specialists, and consultants associated 
With the state mental hospitals. 

f Staff physicians are the doctors assigned to the wards or to special services 
and do not include the superintendent, assistant superintendent, and clinical 
director, 


attitudes toward patients which are required for fulfilling a pre- 
established impersonal role. Though certain personality leeways 
exist in exercising this role, the role also has definite limits. 

One of the prime functions of this role is diagnosing the patients. 
The diagnosis of personal and organic disorders is certainly im- 
Portant and obviously necessary. In the state mental hospital, how- 
Ever, it often reaches a point where the diagnosis virtually becomes 
a ritualized end rather than a means to treatment. 

The diagnosis provides (1) a means for determining whether the 
Person is disordered; (2) a differentiation between organic and 
Personal disorders; (3) a short cut to categorizing the patient by 
8!ving him a diagnostic label; (4) a beginning for prognosis as, for 
example, in distinguishing between a hebephrenic and a manic 
Patient; and. (5) a basis for possible psychotherapy for personality 
Psychoses. 

There is neither time nor staff to provide the proper psycho- 
therapy, which is usually prolonged and often requires individual 
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attention. The diagnostic procedure for personal psychoses becomes, 
then, a symbolic ritual, because it loses its intended function of be- 
ing a prelude to therapy.1§ 

Doctors disagree about the value of psychotherapy. One group of 
doctors, usually the majority, maintains that personal disorders 
result from organic causes and should be treated medically. Another 
group of doctors, usually the minority, contends that, since no or- 
ganic pathology is evident, personal experiences are most important. 
Since the organic approach predominates in many, perhaps most, 
state hospitals, systematic psychotherapy is usually given minor 
consideration. In some hospitals, however, psychotherapeutic inter- 
view sessions are held with those patients who have become com- 
municative after shock therapy.. 

Obstacles to Psychotherapy. An incoming doctor who favors the 
use of psychotherapy will usually meet obstacles. First, he will find 
so many patients and so many other duties that he will be unable 
to devote enough attention to any particular patient without neg- 
lecting others. Second, he will learn from other doctors that a 
certain routine is maintained, that "five o'clock is quitting time," 
and that the condition of the patient is taken for granted and is not 
the subject of profound concern. Third, he will discover that he 
cannot always delegate instructions to the attendants who either 
may not understand these instructions or may have other ideas 
about their relationships to the patients. Fourth, he will find that 
in varying degrees the physician-patient relationship may be inci- 
dental rather than essential to his acceptance by and status with 
other staff members. As long as he inquires about the patient's wel- 
fare; does not manifestly abuse him; treats him for physical ailments 
and prescribes drugs, shock therapy, or hydrotherapy; sees that the 
patient does not escape, or returns after a week-end leave, he has 
done his duty. Fifth, should he be assigned to a chronic ward or an 
intermediary ward, he will learn that when some patients improve 
these patients will be transferred to another ward and to another 
doctor. Whatever attachments, whatever transference relationships 
he may have created with the patient can be undone. Sixth, he will 
find that although the patients are flattered and pleased by his in- 
terest in them, they usually will be more concerned with being dis- 


? See Albert Graves. The Eclipse of a Mind, p. 565 (New York: The Medical 
Journal Press, 1942). 
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charged than with becoming improved and will consider improve- 
ment chiefly as a way to leave the hospital. Seventh, he will find that 
hospital routine goes on amidst a kind of repressed futility. This 
futility results from the difficulties involved in helping patients im- 
prove or recover; the staff find it easier to pursue an impersonal, 
fixed routine. 

The almost contradictory roles of the patient are seemingly 
unavoidable in their effects upon the doctors. On the one hand, 
the patient is presumably an object of treatment or custody. On the 
other hand, he is a custodial charge of low status. By doing the 
menial work as well as other chores in the hospital, the patient is a 
worker who is responsible to utilitarian orders. The doctor who 
continually sees the patient in a subordinate work role, whether as 
a house cleaner or waitress or storekeeper, may in time regard the 
patient as a worker rather than as an object of therapy. His worker's 
role then may obscure his role as a patient. ; 

Thus, the doctor who is placed in a social context has his dis- 
cretionary relationships to the patients limited by an established 
impersonal role. By being compelled to fulfill this role, the doctor 
sees the patient as a custodial charge and as a worker as well as 
an object of therapy. Despite this fact, doctors respond differently 
to the patients. 

Individual Differences. Some doctors work tirelessly on behalf 
of the patients; others seem indifferent and are content to follow 
routine; a third group may actually be a menace to the patients. 


This last group find in the patients convenient objects upon whom 


4 NP eats " 
to work out their aggressions.1° Some doctors, within limits, will do 


€verything possible to help the patients and will derive a genuine 
Satisfaction in seeing their patients improve or recover. Most doctors 
do their routine duties and, as such, may help some patients in this 
routine process but may neglect others who may need more help 
than the routine requires. A few doctors, however, who have intense 
aggressions, may express these aggressions toward patients whom 
they may dislike. According to Wright, these few may be capable of 
baiting persons in minority groups, or forcing some to needless 
cruelties.2° Generally, little is known about the actual personality 


* See section on Doctor-patient Relationships, p. 423. ; ‘ 
5 Prank L. Wright, Je, Out of Sight, Out of Mind, p. 129 (Philadelphia: 


National Mental Health Foundation, 1947). 


392 SOCIETY AND PERSONALITY DISORDERS 


differences of state-hospital doctors except the broad differences 
mentioned. In some respects the patients are protected by the rules 
of the hospital, but an analysis of the personalities of the doctors 
would help clarify the doctor-patient relationships. In spite of the 
shortage of doctors, which is very great in some state mental hos- 
pitals, the question often arises whether the doctors make the best 
use of their time. It is not known to what extent the doctors’ time 
could be saved from burdensome clerical duties, paper work, and 
other sundry chores so that they could be free to devote themselves 
to the treatment of their patients. For example, in a study of psychi- 
atric clinics in New York City, it was found that the time of the 
doctors and the psychiatrists could have been used more profitably 
for the treatment of the patients.?! The routine of doctors in state 
mental hospitals could be profitably studied in terms of this 
criterion. 

The Social Workers and Psychologists. The social workers and 
psychologists are two other important professional groups who, 
with the psychiatrists, constitute the clinical teams which have been 
found effective in Army hospitals and clinics and which have been 
used increasingly in state mental hospitals.?? 

Social Workers. Since social workers have been in state hospitals 
for a longer period than psychologists, they are more established in 
the traditional scheme of the hospital social structure and routine. 
Yet not all hospitals have social workers on their staff. In 1947, 9 
states had no social and field workers. (See Map 3.) Furthermore, if 
the American Psychiatric Association standard of 1 trained social 
worker for every 100 admissions is a measure, only 1 state, New 
Jersey, fulfilled this requirement. (See Map 4.) In 1946 and 1947 the 
average rate of social workers for the United States was 0.89 and 
0.47 per 100 admissions, respectively. 

The duties of the social workers are to provide a liaison between 
the patient and the outside community. "They take the patient's 
history before his breakdown. They offer in this manner a crucial 
supplement to the psychiatric and psychological examinations. 
Often these histories are taken from the patient's family; the social 
workers can see more readily the type of family from which the 


z The New York Times, April 12, 1950, p. 24. 


22 See Harold A. Greenberg, The Clinic and the Community (New York: G. P. 
Putnam’s Sons, 1951). B 
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patient comes. Thus, the psychiatric social workers not only can 
get a developmental picture of the patient but may also get a clearer 
picture of the patient's social setting. 

Their contacts with the family are of added importance in pre- 
release investigations of the patient's family. The social workers 
can determine whether or not the patient's family will support him, 
or whether they benefit or harm him emotionally. On the other 
hand, the family itself may be slightly confused and bewildered by 
the patient's condition. The social workers can serve as a liaison for 
orienting the family to the patients. 

They may follow up the patients in the outside community and 
see what processes in the community are helping or hindering their 
improvement,?* although in some states community clinics have this 
specific function. 

In addition, the social workers perform definite personal services 
for the patients. They may help arrange the personal affairs of those 
patients who have been admitted so quickly that they have not had 
time to straighten out their affairs. They may help the patients who 
have legal difficulties or other difficulties in the outside community 
which they cannot attend to themselves. Some patients, for example, 
cannot be discharged because they have no relatives. The social 
workers can aid them by finding homes for them outside the hos- 
pital, thereby shortening their hospital stay. 

It is not known to what extent the social workers are trained 
adequately for these tasks. Because of the shortage of social workers, 
many are so burdened with clerical duties that they have insufficient 
time to devote to the patients. 

Since the status of the social workers in the hospital is relatively 
fixed, they have little difficulty in adjusting to the hospital social 
structure. 

The Psychologists. Psychologists are becoming increasingly recog 
nized as important personnel in the state mental hospitals. Yet. 
many state hospitals have no psychologists. In 1945, mental hos- 
pitals in 31 states had no psychological services at all, and only 12 
states had more than one psychologist in the state-hospital system. 
About 8 per cent of the required number of psychologists are in 
state mental hospitals. 

The status of the psychologists depends upon the policies and 

2 See Chapter Eighteen, “The Patient and the Community." 
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traditions in the hospitals. In some progressive hospitals the psy- 
chologists are accepted without being regarded as challenges to the 
psychiatrists. In less progressive state hospitals the psychologists 
may be regarded as competitors who threaten the professional status 
of the psychiatrists. In these areas conflict and suspicion are great; 
psychologists may be subject to a type of acceptance which "puts 
them in their place." In most hospitals some kind of accommoda- 
tion has been worked out, but the kind of accommodative process 
varies with different hospitals. The functions of the psychologist 
have been usually delineated as follows: They give psychometric 
and projective tests which will aid in diagnosing the patient. They 
counsel the patient and sometimes assist in psychotherapy. They do 
research on varied phases of the personality adjustment of the 
patients and participate in staff meetings. Sometimes they give 
vocational-aptitude and interest tests to determine the patient's 
vocational possibilities. In some hospitals they test prospective per- 
sonnel, such as attendants and other prospective employees, in order 
to ascertain their potential adjustment in the state mental hos- 
pitals.*4 

The Attendants. The attendants comprise another significant 
segment of the hospital personnel. In many ways they exercise the 
most decisive influence over the patients. Though the doctors may 
interview the patients for brief periods during the morning or after- 
noon, the attendants control and supervise the patients most of the 
day. In addition, they carry out many of the doctors' orders as they 
are able or see fit. As one attendant phrased it, “the superintendent 
may run the hospital, but we run the patients.” For the attendants 
collectively, this remark has a measure of truth. Since the attendants 
are with the patients longer than any other group, they interpret the 
hospital to the patients. Perhaps more than any other staff members, 
the attendants affect the attitudes of the patients. 

By a kind of collective defense, they can offset also the inspection 
of their methods of supervising patients. Indeed, through the “hos- 
pital grapevine” the attendants are aware when the superintendent 
or some other person in authority visits the ward. In one hospital 
this was done through the intrahospital telephone system. It is quite 
likely that the visiting authority may not get an accurate picture of 


See William A. Bryan, Administrative Psychiatry (New York: W. W. Norton 
& Company, 1936). 
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the attendant-patient relations on the ward. One patient evaluated 
this situation as follows: 

Truly I believe that officials do not know a lot that exists on the wards. 
For I notice that when officials come on the wards, the attendants are 
ready for them and are very careful that all things take on a vastly dif- 
ferent appearance. I think that some men who are employed here do not 
always know the whole truth. 

An attendant remarked: 

An authority that starts making the rounds, attendant on the first ward 
may not know it, but those on other wards sure do. It gets around like 
magic. 

Attendants are usually recruited from marginal occupational 
groups. The majority are unskilled workers and seek this employ- 
ment because of personal reasons rather than because of any genuine 
interest in the patients. The job incentives are few: the pay is low, 
the hours are long—in some states twelve hours daily—and the 
company of disordered inmates is not especially pleasant. Often, 
they have too many inmates to supervise. 'The number of patients 
per attendant in state mental hospitals is over twice the ratio in 
veterans hospitals and psychopathic hospitals. We can get some idea 
of the difference from Table 16. 


TABLE 16 
RATIO OF RESIDENT PATIENTS PER ATTENDANT * 


State Veterans Psychopathic 

Year Hospitals Hospitals Hospitals 
1946 11.5 1.9 
1945 13.0 5.5 1.9 
1944 13.4 74 1.6 
1943 13.0 6.7 1.6 
1942 11.6 6.0 1.7 

1941 10.0 5.5 

1940 10.3 53 


* Data taken and computed from Patients in Mental Institutions, p. 27, 1942; 
P. 32, 1943; p. 28, 1945; p. 27, 1946 (Washington, D.C.: Bureau of the Census, 
U.S. Department of Commerce, 1948). 


Although the number of patients per attendant may seem low at 
first glance, we must recall that attendants must be with patients 
twenty-four hours daily. Since this ratio includes all attendants and 
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since attendants are distributed on a two-shift or three-shift basis, 
the ratio of patients per attendant would certainly be higher. On 
the average, over 22 patients per attendant per each shift would be 
a rough estimate. Generally, the ratio is even higher, because some 
persons who are hired as attendants are assigned to other jobs. The 
A.P.A. standards prescribe one attendant for 6 to 8 patients.?5 

It is apparent that the attendant's job is so unattractive that in 
periods of prosperity when other jobs are available, there are about 
20 per cent to 25 per cent of the jobs vacant.?? Some even encounter 
discrimination in the outside community because of their occupa- 
tion.?? 

Many attendants are too old or too unsure of themselves to work 
at other jobs and come to the mental hospital as a kind of economic 
haven. Others are too unstable to last long at any job; even as at- 
tendants, they float from hospital to hospital. Among these “float- 
ers" many are alcoholics or misfits. They find these jobs congenial 
because they have outlets for their aggressions and because they 
have few responsibilities. Moreover, the low pay discourages married 
men from accepting jobs as attendants. Many state mental hospitals 
do not have living quarters for attendants and their families. 
Married men who might otherwise consider these jobs find they 
cannot afford to live outside the hospital on their salaries. Because 
of this enforced celibacy, either unstable persons who may be averse 
to marriage or those who view the hospital work as temporary are 
attracted. Thus, the type of personnel selected and the large turn- 
over of those attendants who seek other jobs tend to lower the 
morale of the hospital. Usually, the more prosperous the period 
the more rapid the turnover. 

Maisel, in a 1946 article in Life Magazine, states:?s 

. the correlation between mistreatment and brutality on the one 
hand and low pay, long hours and overcrowding on the other hand is 
immediately apparent. 

Maisel continues:?? 


s National Health Assembly, America’s Health, p. 315 (New York: Harper & 
Brothers, 1949). 

2 See Patients in Mental Institutions, 1946 (Washington, D.C.: Bureau of the 
Census, U.S. Department of Commerce, 1949). 

7: Frank Olmstead, “They Asked for a Hard Job,” Fellowship, November, 1943. 

28 Albert Q. Maisel, "Our Mental Hospitals: A National Disgrace,” Life, May 6. 
1946. O Time Inc. 

? Ibid. 
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Attendants in Pennsylvania state hospitals start at the magnificent 
pay of less than S900 a year [1945] plus maintenance. By contrast 
the state pays its guards off at $1,950 a year plus maintenance, al- 
though the psychiatric attendant's job is more dangerous and cer- 
tainly far less pleasant than that of the prison guard. 

Nor is Pennsylvania by any means the worst among states. At the 
state hospital at Howard, R.I. there were approximately 200 vacancies 
among attendants on December 13, 1945. The starting wage for at- 
tendants was $55.00 a month and maintenance. 

At times the actual tutelage for attendants is negligible. The 

attendant "picks up" his information by bits and gradually learns 
what he can do and what he cannot do. One attendant said: 
When I first came to the hospital, the superintendent and the charge at- 
tendant told me that I ought not leave the keys around, because once the 
patients get the keys they might all escape. They didn't tell me anything 
to the point at that time. I had to pick it up by myself. I would be told 
what to do at certain times, where to take the patients, and when to bring 
them back. I learned a lot from the old patients who had been on the 
ward a long time. The other attendants were either too busy trying to 
amuse themselves or seeing that the necessary work was done. I learned 
that the patients had to get the work done and the attendant had to super- 
vise. There was nothing told me about trying to help the patients in their 
condition. That was up to the doctors only. 

Because attendants have continual contact with patients, their 
predominant effort is to control them. But their control has chiefly 
a custodial purpose. As “keeper of the keys,” they strive to retain 
their status and authority over the patients, but their dominance 
sometimes becomes an end in itself. Their way of acting toward 
Patients is largely governed by what they learn from the tutelage 
of other attendants and from the reactions of the other personnel, 
especially physicians. Their duties are prescribed for them. The 
attendants must see that the ward is clean, that the patients do not 
escape, and that they remain tractable. To achieve these purposes 
they remain socially distant rather than intimate or informal with 
the patients. By remaining socially distant, many feel that it is 
easier to order the patients around. ! 

Their tutelage, when it comes, often is enforced more directly by 
the attendant in charge of the ward. One attendant recalled. his 


initial experiences as follows:3? ! 


When I first came to the hospital, I would occasionally ask a patient to 
come into the office and have a chat with me. I wanted to learn more about 


æ From an interview with the author. 
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patients, what they were like, and what seemed to bother them. One day, 
when I was talking to one of the patients a charge attendant came in, and 
instantly ordered the patient to stand up, to question his right of sitting in 
the office. When the patient left at my suggestion, he started after me, say- 
ing: "Don't you know familiarity breeds contempt. These are insane peo- 
ple you're dealing with. They're not like you or me." I said, "Look, this 
patient was acting all right until you came in. He didn't do a single thing 
that was out of the way." And he answered, "If you want to stay here, 
you'll treat the patients the way I tell you 


and that means not calling them 
into the office." 


This does not mean that the attendants are necessarily brutal, al- 
though in extreme cases some may be. Rather, many tend to regard 
the patients in stereotyped fashion, as inferiors who outnumber 
them, who may get out of hand, and who can create a disturbance. 
Ignorant of the whole process of organic and personal disorders, 
they can have few constructive relationships with the patients, 
which makes the relationships all the more dissatisfying for them as 
well as for the patients. Olmstead maintains that too m. 
ants respond to the patients out of fear and they try to control the 
patients by violence. But if attendants were shown that “insane” 
people could be “handled” with understanding, their fear would 


be gone and “with it much of the hell for patients” who have to 
live under such a regimes: 


Moreover, the attendants' mora 


any attend- 


le depends, in part, upon their 
relationships with the physicians; and their morale in turn affects 


their relationships with the patients. For the attendants find the 
patients easy marks for their aggressions. When some attendants 
strive to help the patients, they may find that they are ignored and 
even rebuffed by the physician, who may view the attendants only 
in terms of the menial labor they perform.s2 Consequently, they 
may resent the physicians, but they carry out their resentment on 
the patients, particularly on those patients whom they dislike. 
Intelligence Levels of Attendants. Wittman attempted to evalu- 
ate the efficiency of the 419 attendants in the Elgin State Hospital 
upon the basis of their intelligence.33 She found that many attend- 
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ants with low intelligence were discharged because of inefficiency. 
On the other hand, the attendants with mediocre intelligence did 
better than those in the highest intelligence levels, for the attendants 
with mediocre intelligence were more content, were more compliant 
to the orders of authority, and took a greater interest in small details 
than did attendants with superior intelligence. The attendants with 
superior intelligence often had personality difficulties which made 
it difficult for them to adjust to the hospital routine. In brief, Witt- 
man maintained that the “most efficient attendant is one who ap- 
proaches average intelligence, who likes people, and has a sympa- 
thetic regard and a wish to help the patients." 34 

The Attendant and the Psychiatric Aid. An attendant has ob- 
served that when he told other people his occupation, they regarded 
him silently for a moment as if expecting some bizarre behavior. But 
this attendant was a conscientious objector in World War II and 
admittedly was very sensitive about his job. He felt that had he 
been able to refer to himself as a “psychiatric aide" he could have 
kept his social contacts on a higher level. Of course, most attendants 
are not so concerned with social status as he was.°° 

But the attendant often has little status in the community. He 
has little to be proud of in his occupation. Yet, in part, this attend- 
ant's feeling that the community discriminates against him is justi- 
fied, except for the few attendants in the more progressive hospitals. 
The traditions of the attendants hinder rather than help their 
effective care or treatment of the patients. If attendants received 
additional training and were given more status and salary, the 
patients would benefit because the attendants would get some 
satisfaction from their work. The conscientious objectors who 
worked in the hospitals during World War II have attempted to get 
better care for patients and to dignify the occupation of the attend- 
ants, The Mental Health Section of the National Mental Health 
Assembly recommends that, after proper types of training for psychi- 
atric aides are found, licenses in the states should be granted to 
qualified attendants. These licenses would eliminate the less quali- 
fied and untrained attendantsJ* This program, of course, would 
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© Frank Olmstead, “They Asked for a Hard Job,” Fellowship, November. 1943. 

% The National Health Assembly, America’s Health, p. 313 (New York: Harper 
& Brothers, 1949). 


402 SOCIETY AND PERSONALITY DISORDERS 


be possible only with higher salaries to attract more competent 
persons. i . 
Although this type of program is very commendable, its fulfill- 
ment seems remote because of the types of attendants now em- 
ployed. Essentially, the psychiatric aide would be a group leader 
and counselor, in addition to fulfilling his other duties. One recent 
incentive for attendants has been the awarding of a prize for the 
best "attendant of the year." Despite promising projects for the 
future, meritorious service has only begun to be recognized, and 
these criteria of merit are not always evaluated by the patients' con- 
dition, but by the cleanliness of the ward. Moreover, opportunities 
for advancement among attendants are few, and salary increases are 


not always sufficient to enable attendants to regard their work 


as a 
career. 


Mass Custody and Individual Therapy 


Since many state mental hospitals are so large and since the hos- 
pital hierarchy is so rigid, the patients become parts of a large 
anonymous group in which their individuality is lessened. On the 
one hand, they are virtually divested of initiative and individual 
decision by remaining completely subservient to the hospital staff; 
on the other hand, they are supposed to be prepared for participat- 
ing in a highly competitive and individualistic society. In the hos- 
pital, they have little opportunity for exercising individual decision 
and individual planning. In the outside community, their very ad- 
justment depends upon individual decision and in 


dividual plan- 
ning. The emphasis upon mass custody thus works 


in opposition 


individual Participation 
the patients not only to 


Ng capacities. Presumably, 
ders and are not amenable 
ive improvement of these 
ties for social participation 


to collective therapy. But the progress 
patients would bring greater opportuni 
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and competitive living. Though many features of state mental 
hospitals aim at this goal, these features are too haphazard and are 
not integrated around a central purpose. Based upon diagnostic 
and prognostic procedures, the hospital can outline a schedule of 
activities for each patient which, in the process of experiment, will 
contribute to his maximum improvement. Seemingly, apart from 
ward assignments, physical therapy, and other adjunct therapies, 
concerted programs of this type tend to be lacking in most state 
mental hospitals. 

Transition from Custody to Therapy. The orientation among the 
professional personnel in the state mental hospitals is in the transi- 
tional process of changing from diagnosis and custody to diagnosis 
and treatment. Group psychotherapy and individual psychotherapy 
are used increasingly in progressive state mental hospitals, if on a 
research level. Yet research can be conducted in group psycho- 
therapy or in individual psychotherapy for a few patients and can 
be neglected for the large body of patients. The problem of imple- 
menting largescale group psychotherapy and individual psycho- 
therapy programs as an inevitable part of the patients' treatment 
remains to be realized in most state mental hospitals. 

This practice is not unusual in the social and psychological 
sciences. That is, the application of knowledge, however feasible 
theoretically, lags behind the knowledge of social phenomena. This 
is evident not only in disordered behavior but also in delinquency, 
crime, prostitution, alcoholism, and other forms of deviant behavior. 
However, when the feasibility of psychotherapy is recognized widely 
enough, it may be implemented on a wide enough scale in many 
state mental hospitals. 

State Mental Hospital and Private Mental Hospital. The state 
mental hospital provides custody to the patients in a relatively 
simple social environment. It ministers to their physical ills and 
provides some types of physical therapy. In some progressive state 
mental hospitals, the beginnings of group therapy and individual 
psychotherapy are evident, as we have pointed out. But the weight 
of tradition, as embodied in the fixed attitudes of the hospital per- 
sonnel, discourages constructive changes such as systematic therapy 
based upon group dynamics and psychodynamics. By contrast, 1N 
some private mental hospitals, milieu or attitude therapy is applied 
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to aid the patients. In this social process the attitudes of the hospital 

personnel are manipulated for therapeutic ends. Adams has de- 
z H NP 

scribed the following procedure in one private mental hospital:?* 


‘A systematic attempt to develop a definite plan of attitude b peli 
was begun at the Menninger Sanitarium 18 years ago. A set of ai 
tudes was developed over the years covering a wide variety of psycho- 
dynamic constellations. These attitudes were designed to meet the 
total needs of the patient both conscious and unconscious. The term, 
“needs,” is not used in the sense of discerning only w 
wishes, but rather what conditions are necess 
emotional balance. These attitudes hav 
in a guide booklet that is available to all the professional personnel 
working in the hospital. When each patient's case is discussed in staff 
conference, a specific attitude to be maintained by all personnel to- 
ward the patient is prescribed. It is written on the orders for the 
patient and is communicated to all professional personnel, which in- 
cludes nurses, psychiatric aides, recreational therapists, dietician, and 
any others who will have important contacts with him, 

Consequently, when an attitude of “firm kindness” is ordered for 
a depressed patient, all the personnel know immediately that assum- 
ing such an attitude is for the purpose of helping the patient expiate 
his irrational guilt feelings. This order indicates they are to insist that 
he carry out all tasks no matter how much he may complain, in order 
to enable him to externalize his aggression instead of heaping it all 


on himself. They know they are not to give in to his pleadings to be 
left alone to suffer, nor 


are they to slap him on the back and say 
“cheer up old boy, life really isn't so bad.” 


Other private hospitals, such as 
the psychoanalytic therapy 
has shown the feasibility of 
tate psychotics.?* Since psych 


hat the patient 
ary in order to restore 
€ been defined and explained 


Chestnut Lodge, have attempted 
of schizophrenics. Fromm-Reichmann 
these approaches in trying to rehabili- 
otic patients are as sensitive as ordered 
persons, if not more so, and since they cannot always be reached 
emotionally, this condition requires the kinds o 
enable these patients to fac 3 Any display of 
fear or anxiety ard patients will ob- 
ence, these attitudes and other subtle 
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attitudes of the personnel of the private hospital have to be con- 
trolled in their relations with the patients. 

Especially important are the doctor-patient relationships. The 
doctor orients his behavior to help the patient improve. His domi- 
nant position becomes a means for effective treatment. His treat- 
ment orientation to the patient requires patience, flexible adapta- 
bility, and permission from the hospital. On the other hand, the 
State-hospital doctor is pressed by too many patients and too many 
duties. He does not have the time to devote to a particular patient, 
unless it is for research purposes. Moreover, as we have pointed 
out, the state mental hospital has so many custodial problems that 
this type of treatment would be exceptional. Yet the continuing 
influence of psychotherapy upon psychiatry has begun to make 
inroads into the more progressive state mental hospitals, and this 
trend is continuing. 

The State Mental Hospital and the Community. The state men- 
tal hospital is a subcommunity integrally related to the larger 
social community. The personnel and practices of the state mental 
hospital largely reflect the attitudes of conventional society toward 
it. In the last analysis the mental hospital is the product of the way 
in which conventional society views and handles the disordered 
person. The major burden of hospital treatment and care falls upon 
the state mental hospitals. The private hospitals are so small— 
usually under 110 beds—and provide care for such a tiny fraction 
of psychotic patients that any large-scale improvement must take 
Place primarily in the state mental hospital. Despite the aroused 
Interest of citizens since the end of World War II, only a few im- 
Provements have been made in the care of the mentally disordered 
by the state. The changes instituted in some states have been the 
first in many years. On the one hand, the state mental hospitals are 
careful to avoid any adverse publicity; on the other hand, the in- 
difference of the public, the political spoils system as a basis for 
hiring personnel in many states, and the unwillingness of legislators 
to defray the necessary budget retard the improvement of the state 
mental hospital. 

The emphasis in the state mental hospital is to make the best 
Possible impression upon the community. This is not only apparent 
from the well-groomed exterior of the hospital; it is more pro- 
foundly indicated by the fear of adverse publicity which would 
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reflect mismanagement, corruption, brutality, or poor treatment. 
The attitudes of the state mental hospital reflect what is believed by 
the public to be an efficient hospital. 

Klapman has suggested that state hospitals maintain a publicity 
bureau in order to orient the public positively toward the hospital 
rather than to await the occurrence of disturbing events.4° The 
tendency of the layman is to avoid thinking about the mental hos- 
pital and to isolate it from the community. Many persons are afraid 
of disordered behavior and what it connotes, and by avoiding intel- 
ligent discussions of the problem, they are reinforced in their ig- 
norance and misconceptions. 

Since World War II, however, many informative writings have 
appeared. Though the state mental hospitals have been criticized, 
the horror of the mental hospital as an 
largely removed. Also, the mental-hospi 


trayed more sympathetically as a human being who needs attention, 
and who can recover, rather than become a “dangerous monster.” 
There are such frank descriptions as The Snake Pit, by Mary Jane 
Ward; If Man Be Mad, by Harold Maine; The World Next Door, 
by Fritz Peters; and Albert Deutch’s Shame of the States.1 Numerous 
articles have appeared in widely circulated national magazines such 
as Life, The Woman's Home Companion, and other periodicals.*? 
Newspaper write-ups and radio sketches have helped the public to 
understand the plight of the disordered person. 

State Mental Hospitals and Politics. 
like other state institutions, is subject 


states. Appointments are made frequently on the bases of party 
affiliation and political connections instead of on the basis of merit. 
Superintendents often do not have complete control over appoint- 
ments. In some state hospitals it is assumed that each employee has 
some political backer. The state-mental-hospital superintendent, 
when appointed on considerations other than merit, can lower the 


“J. W. Klapman, Group Psychotherapy: Theory and Practi, 
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The state mental hospital, 
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whole standard of the state mental hospital. Some superintendents 
are appointed without the necessary qualifications in psychiatry. 
Then again, some state-hospital administrations are closely allied 
with political regimes, and little long-range planning can be real- 
ized. Some employees, including executives, think their jobs will 
last only as long as the particular administration lasts, whether two 
or four years. This shortrange planning cannot lead to significant 
changes which could be accomplished only by long periods of grad- 
ual but continual improvement. Hence, new administrations in 
many states are usually faced with "emergencies" in hospital care. 
One constructive means for overcoming this haphazard policy is the 
introduction of civil service jobs and of making responsible ad- 
ministrative and technical positions nonpolitical. In some states 
this has been done in large part, but in other states the state mental 
hospitals remain parts of the “spoils system." 

Another political feature which influences the state hospital is, 
the low budget allotted for employees. This is particularly true 
of salaries for attendants. Hence, the incentives for attracting com- 
petent persons are few. The small allotment of funds for salaries 
means that the types of personnel necessary for furthering thera- 
peutic aspects of the state mental hospital will not be obtained. The 
reluctance of legislators to ap ropriate enough funds for welfare 
agencies is the reason for the prevailing low salaries of employees 
and hence of the inability to recruit competent personnel. 

The typical attitude of many state legislators has been tersely 
summarized by one hospital superintendent. "For years, the state 
has followed the unwritten policy that the best institution is the 


one run at the least per capita cost." ise 


Summary 


The state mental hospital can be considered a castelike, relatively 
isolated, and slow-changing social community. Although the short- 
age of personnel affects the treatment of the patients, the attitudes 
of the employees are even more crucial in this respect. The village- 
like character of the hospital, as shown in its gossip and rumor, 
tends to type each employee in the eyes of the rest of the personnel 
and to induce a defensiveness in his personal activities. The formal 
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hospital organization tends to intensify the sense of n pc 
dition which fosters petty irritations and controversies Ps e" 
exercise of authority. These intrastaff tensions, as well as the ge 
eral orientation, affect their attitudes toward the patients. - 
The dominant group, the employees, in the castelike trud 
the hospital, orient their control of the patients cw— 
toward custody. Psychotherapy is given minor consideration. i 
attitudes of the doctors and other members of the professiona 
staff are primarily diagnostic and medical. These ban, "pd es 
cedures in some respects have become ends in themselves rath 
than means to therapy, particularly for the personality paychonts 
The pervasive organic approach to disorders, the many patients We 
doctor, the resistance of some psychotic disorders to short-term 
psychotherapy, and the traditions of custody discourage systematic 


psychotherapy and counseling in the typic: 


al state mental hospital. 
The attendants w 


ho have the most decisive influence upon the 
. H . — A D 
patients are usually a marginal, unskilled, and unstable grou] 


whose knowledge of the personal disorders and organic disorders 
is frequently minimal. 


Their intent is to see that the patients remain controllable, do 
not escape, and do their chores. Relations other th 
commanding and forbidding types are kept to a mi 


The character of treatment and care in the state 1 
is largely a function of the 


an those of the 
nimum. 

mental hospitals 
attitudes of the citizenry to the mental 
hospital. Despite the relative indifference of the public and of many 
public officials, a number of state mental hospitals are in a state of 
transition not only with reference to improved custodial conditions 


: . à * ical as 
and practices but also in encouraging research in psychological a 
well as physical m 


ediums for facilitating the improvement of the 
pacients. 
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CHAPTER SEVENTEEN 


The State Mental Hospital: The Patients 


Once committed to a state mental hospital, the patient forfeits 
certain rights. His letters are censored; telephone calls are usually 
forbidden; many of his belongings are temporarily held for him. 
He is tentatively deprived of civil rights—of voting and of control- 
ling his property. Any initiative he may exercise is considered out 
of place; sooner or later he becomes aware that his adjustment de- 
pends completely upon obeying hospital personnel. 

The very agitated or disoriented patients neither comprehend 
nor care where they are taken. Others, despite their agitation, are 
oriented enough to resent their commitment. The somewhat ori- 
ented patients, generally, are often taken aback by the thought 
of being committed to a mental hospital. All their prejudices con- 
cerning mental patients descend upon them; for now they have 
become the objects of this stigma. In the words of a patient:! 

Before I came to this hospital, I w. 
any kind of mental illness. I thou 


if necessary to be watched w 
peculiar remarks. 

On the morning that I came to the hos 
amined me and said he had found nothi 
went downstairs, and thought that some 
waiting for me. Instead there were two 
My doctor then told me there was 


i ad 
as very intolerant of anyone who bu 
ght they were people to be avoided p 4 
ith caution. I was always on the lookout fo 


pital, my private doctor had 3 
ng wrong with me. I dressed e 
members of my family would. a 
policemen and a policewoman: 
an unexpected change in plans p 
traveled along with them in the automobile quite willingly, wonderin’ 
what the police were doing in the automobile. As we traveled down s 
street, it dawned on me that they were taking me out here to the hospites; 


! Statement in the author's files, 
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and I couldn't believe it. I had a horror of mental disease. I didn't want 
to go there. I hesitated, stammered, wondering whether there was some 
mistake. They took me to the doctor at the hospital, a lady doctor. She 
asked me questions and I smartalecked back. Was this all a joke? They 
then took me to a ward, and left me, and I knew then that there was no 
mistake. I was in a mental hospital I wanted to call my husband, but I 
couldn't. A little suitcase I had was checked for me. I sat down and wrote 
a letter, and gave it to the nurse and she said she would see it was mailed. 
She told me not to seal the envelope. Then I kept hoping that they were 
wrong in tne diagnosis of my case. 

Some patients are exceptions. They are sufficiently enlightened 
to enter the hospital as volunteers. These patients either minimize, 
suppress, or disregard the stigma associated with psychotic behavior. 

But the hospital also has certain benefits. First, the patient is 
removed from his former conflict setting, whether from the family, 
from business, or from other associates. Second, by not having to 
make many decisions, and by being removed from his former com- 
petitive milieu, the patient can get a new perspective toward his 
Surroundings and toward himself. Third, the patient, despite the 
stigma of being disordered, finds himself among other persons in a 
like situation who accept him as he is. ‘The shortcomings and merits 
of the hospital beyond these features become the bases for evaluat- 
Ing it. 

The Commitment Process 


Becoming a patient in a state mental hospital—the final step of 
4 commitment process—varies in different states. In general, the 
Problem is to safeguard the person’s constitutional liberties and yet 
to protect the community from any possible danger. 

Since an ordered person may be conceivably "railroaded" into 
the mental hospital by scheming relatives and a compliant psychi- 
atrist, the state usually requires a court order before a patient can 
be committed. Psychiatrists and other persons object to this legal 
Step because it resembles criminal proceedings and because it 
Changes a medical case into a legal affair. Other persons, particu- 
larly jurists, regard the court proceedings as the proper means to 
Protect the patients. From the available evidence in mental hospi- 
‘als, in northern states particularly, it seems that “railroading” is 
relatively rare. Depending upon the state, a person can be com- 


* Albert Deutch, The Mentally Ill in America, p. 418 (New York: Columbia 
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mitted (1) by a court based upon the findings of an “meani 
commission, (2) by a court based upon the findings of one or more 
medical examiners, (3) by a court following a jury trial, and (4) 
by an “insanity” commission with lawfully endowed judicial au- 
thority. - 

'The specific steps in commitment include: (1) QUELLO or an 
application for commitment of the designated "insane person 
which is sworn and filed with the recognized authority, (2) a notice 
which must be served on the person presumed to be disordered, 
(3) a certificate of insanity signed by one or more physicians, (4) 
a hearing by a legally designated appropriate body, whether a court 
of record or a commission, and (5) a commitment order handed 
down by an appropriate body, which authorizes the admission of 
the person into a mental hospital of permanent care. 

Good intentions, however, do not always fulfill their expected 
purposes. The open jury trials of disordered persons, especially in 
small towns, can readily humiliate the person because of the ramp- 
ant stigma associated with disordered behavior. The legal proceed- 
ings can create the impression to the disordered person that he has 
done something wrong and is being "tried" for it. 

Some states have tried to find a middle course for this problem, 


which would guard the person's constitutional liberties but not 


subject him to stigmatized humiliation. The 


psychopathic hospi- 
tals, 


"emergency" commitments, and voluntary admissions are some 
mediums for this middle course. Persons allegedly psychotic can be 
committed to the psychopathic hospital or even to some state hos- 
pitals for periods not exceeding thirty 
Some states have statutes permittin 
patients of from ten to thirty days when these persons are violent 
and potentially harmful to themselves or to others, In this way: 
legal involvements are eliminated, and the patient is treated as à 
medical case. 


days in order to be observed. 
g the temporary commitment of 


Voluntary admissions, 


which have become more frequent in Te- 
cent ycars, 


are still a relatively small proportion of total commit- 
ments. In New York voluntary commitments comprised 7.8 per cent 
of totai commitments, In Illinois, however, the percentage of vol- 
? [bid., p. 428. 
* Ibid., pp. 128, 429. 
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untary commitments increased from 8.3 in 1922 to 27.4 in 1949. 
This practice is one means of avoiding court procedures, but there 
are other means besides voluntary commitments or court certifica- 
tion for entering a hospital. In New York, for example, as can be 
seen from Table 17, 18.7 per cent and 12.9 per cent of the total 
admissions in 1946 and 1947, respectively, were results in whole or 
in part of a physician's or health officer's certificate. 


TABLE 17 


ADMISSIONS TO THE NEW YORK CIVIL STATE HOSPITALS, CLASSIFIED ACCORDING 
TO MANNER OF ADMISSION, 1947 AnD 1946] 


1947 1946 
Manner of Admission Number Per Cent Number Per Cent 
On court certification 14,144 78.6 12,599 72.7 
On voluntary application 1,402 7.8 1,390 8.0 
On petition and medical 
certificate 790 4.4 850 4.9 
On health officer’s certificate 1,192 6.6 1,368 7.9 
On physician’s certificate 346 1:9 1,030 5:9. 
On criminal order 127 B 98 0.6 
Total 18,001 100.0 17,335 100.0 


* Includes patients admitted to Syracuse Psychopathic Hospital on other than 


an observation basis. 
t From Fifty-Ninth Annual Report of the Departmerù of Mental Hygiene, State of 
New York for the Year Ended March 31, 1047, No. 80, p. 73 (Albany, N.Y.: Legisla- 


tive Document 1947, 1948). 


Manner of Commitment and Civil Rights. The manner of the 
individual's commitment has a direct bearing upon whether or not 
he retains his civil rights. If he is a voluntary patient he usually 
retains his civil rights, and he usually can leave at his own request. 
In Illinois, for example, he merely has to give the superintendent 
fifteen days’ notice of this intent. Moreover, when he leaves the 
hospital he can resume his activities without the handicap of being 
deprived of his civil rights. If the patient is committed as in need of 
mental treatment, instead of as insane, he may also retain his civil 
tights and have no difficulty in this respect when he leaves the hos- 
pital. The chief difficulty for the patient comes when he is com- 
mitted as insane or mentally ill and is deprived of his civil rights 
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while in the hospital. After his discharge his civil rights usually are 
restored automatically, but in some instances the restoration of his 
civil rights is hampered by red tape. A custodian is appointed for 
the insane person, and this custodian has almost complete charge 
over the patient. 

The Detention Process. Another process which can confuse the 
patient about his condition is his temporary detention in a jail or 
prison, although this practice is more prevalent in rural than 
in urban areas. New York prohibited this practice as far back as 
1827, but in 1909 it was estimated that about 18 per cent of all per- 
sons admitted to state hospitals were temporarily kept in jails or 
in similar places. The spread of the psychopathic hospital has 
diminished the need for detaining the person in jail in urban com- 
munities, but in some rural areas it is still prevalent. In 1933, 14 
states allowed the detention of persons in jails and 6 other states 
permitted this practice for violent patients 


Indeed, many small 
communities have no other facilities for keeping the patients. As 
yet, we do not know what effects this mode of detention has upon 
the patients. In many cases the persons are dangerous, and their 
incarceration does remove a potential threat from the community. 
Also, some agitated patients may not remember these experiences. 
But in still other cases this mode of incarceration may make a deep 
impression which can affect the patients’ whole outlook and may 
intensify their agitation, which the parents or friends would at- 
tribute to the patients' condition rather than to the situation. 

For example, a young lady in a small Middle Western town had 
an agitated depression. Her mother called the police who placed 
her temporarily in the town jail until she could be transported to 
the state mental hospital. In jail, she became increasingly disturbed, 
screamed, tore her dress, and threw her partial denture on the floor 
and stepped on it. The mother felt that her daughter's disturbed 
behavior justified her being placed "behind bars." When the pa 
tient later became communicative, she disclosed that the thought 
of being jailed was so humiliating to her that to register a protest 
in some way, she reacted in the manner described. 

But these practices do not characterize the detention process. The 
characteristic procedure in urban centers is to send the potential 
patient to a hospital for temporary care, once he is diagnosed or 

5 Ibid., p. 435. 
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suspected of being psychotic and in need of treatment or custody. 
From this hospital, if it is found that the patient requires prolonged 
care or treatment, he is sent to a mental hospital—usually a state 
mental hospital. In addition, most patients are not necessarily vio- 
lent or agitated when they enter the hospital. For example, the 
behavior classifications of first admissions to the New York state 
hospitals, shown in Table 18, reveal that the plurality of patients 
were the "quiet-idle" type. This behavior would preclude the need 


TABLE 18 


BEHAVIOR CLASSIFICATIONS OF FIRST ADMISSIONS IN NEW YORK CIVIL STATE 
MENTAL HOsPITALs, 1947* 


Per Cent of Ascertained Cases 


Type of Behavior Total Males Females Total 
Chronic bedridden 1,669 11.4 14.2 12:9. 
Acutely ill 285 3.1 1.4 2.2 
Feeble 485 4.4 3.1 Sar 
Blind 33 0.2 0.3 0.3 
Lame 22 0.1 0.2 0.2 
Employed 1,078 10.7 6.1 8.3 
Quiet-idle 4,530 40.0 30.3 35.0 
Depressed 1,093 5.7 10.9 8.4 
Suicidal 364 2.2 3.3 2.8 
Eloping 23 0.2 0.2 0.2 
Resistive to feeding 59 0.3 0.6 0.4 
Destructive 135 1.3 0.8 1.0 
Soiling and wetting 161 1.4 1.0 1.2 
Convulsive 70 0.7 0.4 0.5 
Disturbed 2,133 12.9 19.7 16.4 
Senile 823 5.2 74 6.5 
Unascertained 549 0.2 

Total 13.512 100.0 100.0 100.0 


eport of the Department of Mental Hygiene, State of 


*E "fty-Ninth. Annual R i 
o PENE E 31, 1947, No. 80, p. 106 (Albany, N.Y.: Legisla- 


New York for the Year Ended March 
tive Document 1947, 1948). 


for incarceration in jails. But, regardless of the manner of commit- 
ment or the condition of the incoming patient, the patient encoun- 
ters a new and somewhat strange environment when he enters the 


hospital Sooner or later, he finds that he must come to terms with 


this environment. 
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The Patients Social World 


Despite incapacitating conflicts, the patient usually learns to par 
ticipate in an established social world in the hospital. From min- 
gling with others he learns to accommodate more readily to his 
hospital role; learns to soften negative stereotypes concerning "in- 
sanity" and acquires practices which operate as defensive mediums, 
however indirect, to the staff. Some attitudes are common among 
patients; other attitudes vary in emphasis with different types of 
patients. But by his social relations with the staff, friends, enemies, 
and visitors, the incoming patient becomes part of a society; and 
this society can affect his condition, favorably or adversely. 

Attitudes to Their Disorders. Since patients come from the same 
general society as ordered persons, they, too, resent the stigma of 
disordered behavior, and such terms as "insane" or "crazy." The 
private resentment to this stereotype by one patient becomes so- 
cialized by being shared with other patients. Moreover, the stereo- 
types of "insane" or "crazy" are social definitions. These terms do 
not characterize the personal reactions of the patient. Generally, 
he is concerned about his symptoms or sometimes about his con- 
flicts; these aspects of his behavior have reality for him. Since these 
behavior patterns become defined as "Crazy" by others, he may 
accept or reject this social connotation. Depending upon his groups, 


he may or may not know that he is experiencing a breakdown and 


may not define his condition as “insane.” Consequently, some pa- 
tients do not picture themselves as “insane” when entering the hos- 


pital; others may realize that they are so defined but may resist this 
definition; a third group, usually the minority, may accept this 
definition. However they define themselves, the patients already in 
the hospital tend to suppress this mode of group reference. Hence, 
the incoming patient will learn that this mode of social reference 
is not acceptable to, and will be resisted by, other patients. 

Some patients may refer to others, particularly those whom they 
dislike, as “irresponsible,” "crazy," or "nutty," but they are often 
more circumspect about applying such terms to themselves or their 
friends. Their condition is a result of "nervousness," “overwork,” 


"worry," or "physical illness.” Two typical attitudes are the fol- 
lowing: 
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I wasn't ill when I came into the hospital; it was just that my nerves were 
run down. I was very tired and very tense. I worked too hard, I wanted 
to get away from everything. 


Some havc diseases in this hospital and some hear voices. I don't know that 
I'm insane. An insane man don't know what he's doing, I know what I'm 
doing and I'm sane. These voices are trying to get me crazy by working 
on my mind. They are crazy and they work on me. 

As we have emphasized, these definitions of their disorders do not 
result because of lack of insight. Although disoriented patients may 
have little or no insight into their conditions, the large proportion 
of patients make these oversights deliberately, as socially defensive 
reactions, which become reinforced or coerced by the patient 
milieu. 

Attitudes toward the Hospital. Consistent with the disavowal 
of their disorders, many patients seldom refer to the institution as 
an "insane asylum." Many patients are usually aware of being 
in a mental hospital, but they seldom discuss it among themselves. 
Those who do allude to the hospital usually add that they are not 
disordered or do not belong in the institution. 

One patient remarked: 

I know where I'm at. I'm not dumb. I'm ashamed to be here, but it don't 
help the other patients by reminding them that they're in a mental hos- 
pital. I just want to leave this place. 

Again: 

Patients don't mention they're in a mental hospital, it's too unpleasant. 


Some patients who found respite in the hospital from the con- 
flictful situations in the outside society group accept the hospital. 
But another group, confronted with the stigma of mental disorder, 
are challenged to improve their condition, so as to become eligible 
for release. 

The Patient and His Hospital Role. In the course of their hospital 
Stay, patients realize that they must conform to hospital rules and 
must obey the hospital personnel. Regardless of their reactions to 
the stigma of insanity or of their dread of being in a mental hos- 
pital, they realize from their own experiences, or from the experi- 
ences of other patients, that they have no alternative but to accept 
their hospital roles. Some may be reluctant or defiant in complying 
with this subordinate position; others may do so readily. Regardless 
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of personal differences, the predominant majority of patients con- 
form, at least externally. 

When the patients are oriented and in need of activity, they may 
find this passive hospital role oppressive. 
They don't give you a chance to exert your own will. It's always taking 
orders from a number of people. I have to do exactly what they tell me and 
when they tell me. 


Being locked up in this place gives me the feeling of being helpless and 
hopeless. 

At the other extreme, the long-time or chronic patients often be- 
come so accommodated to the hospital situation that they accept it 
implicitly. These patients who have been returned more than once 
to the hospital and have more or less given up the project of read- 


justment to the outside community become completely resigned to 
their roles. 


I have been out twice and couldn't make it. I think I'll stay here for the 
time. I'm old and can't compete with the younger fellows. I have a sore 
back and can't work too hard. I may go out and come back worse. I can't 
take that chance. I'll stay here for the time. 

This hospital has been home to me for eleven years. I'm used to it. The 


work isn't hard and I know how to get along. It wasn't easy the first two 
years, but after being in and out three times, I can call this home. . - - 
No complaints. 


To understand the process of conformity to the hospital, we must 
describe the reaction of the personnel to the patients who violate 
the rules and who remain defiant to the personnel; for the specter 
of being labelled "disturbed" looms in the background. 

"Agitation" and Restraint. The patient's unruliness, 
or defiance is regarded by the hospital personnel as a th 
and routine. They resolve this problem by labeling the patient 
"disturbed" and deal with him accordingly. 'The term "disturbed," 
however, is defined so broadly by the staff that often it may include 
any behavior which the particular attendant regards as “disturbed.” 

It may be the patient's expression of his conflicts. It may be his 
unwillingness to perform certain chores; his violation of certain 
rules; his attempt to escape; his indignation at the hospital condi- 


tions or at some unjust treatment of himself or at other patients. 
One patient said: 


disturbance, 
reat to order 
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As soon as you start holding your own and trying to stand up for your- 
self, the attendants say you are disturbed and want to put you down on 
ward 7 [acutely disturbed ward]. It hasn't happened to me but it has to 
some. I am afraid to say anything, but one has to stand up for oneself 
on some occasions. 

Again: 


I've seen patients who stick up for their rights. If a patient passes on an 
opinion even though he may raise his voice that does not necessarily mean 
he is disturbed. That business of being disturbed covers an awful lot of 


territory. 

Further: 

I've learned to control my emotions. If I want to stay on the best wards I 
have to control myself. I can't let them see me cry. They might say I'm 
disturbed. 

The person who escapes is automatically placed in a "strong 
ward” for security reasons, while the person who is agitated because 
of some inner conflict is also placed in a strong ward or put into 
restraint. The general tendency by the staff is to respond by-punish- 
ment or "treatment," whether it be hydrotherapy—‘packs’—re- 
Straint or placing the patient in a "back" or chronic ward or in an 
agitated or "strong" ward. Only in very few and isolated cases are 
exceptions made.* 

This inflexible reaction by the staff creates an atmosphere of 
"moral realism" in which the therapeutic concern about the par- 
ticular reactions of the individual patient becomes secondary to 
hospital rules. Even the doctors, in time, submit to this arrange- 
ment. Though they may prescribe hydrotherapy or “packs” for the 
patient, which means placing him in wet, tightly bound sheets or 
placing him in a tub from which he cannot get out, the really 
disturbed patient comes to regard this as punishment. It means that 
he has violated a hospital rule and that this restraint is the inevi- 
table punitive result. 

One dreadful prospect among many patients who may become 
"disturbed" is "restraint." Since little effort is made to reason with 
Or to reach the patient emotionally, the need of restraining the 
patient becomes more necessary. The restraints which are applied 


"'These types include patient functionaries or pseudo-leaders. See section on 
Chronic Patients, p. 437. 
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may vary a great deal. Some of them are mild and not feared. The 
restraint may be just an ankle chain so applied that the patient 
cannot move beyond a certain distance. It may be "sleeves" in which 
the patient's hands are tied so that he cannot move them. Or it may 
be a jacket, which seems to be the most punitive and feared of the 
“restraints.” One patient wrote of his reactions to this last mode of 
restraint as one of his worst hospital experiences. We quote him:* 


There were other slow near-deaths, and then the soaring crucifixion 
at the Fair. 

But this had been the worst death of all. It had not been the slow 
spiral ebbing of blood and feeling into a dark warm dream. It had not 
been the shuddering resigned death of threatened drowning; nor the 
quick stroke smashing sleep on the road into almost something decper; 
nor the star-shot pinioning against the gate. This had been the death 
fought in mortal terror, the death grinding and beating and twisting 
previous life from the tortured body, the unmerciful death that with- 
holds its peace and turns facet after sharp facet of its pain. I do not 
know words to describe the throttling of my throat and vicious unsee- 
able assault on my body. 1 

I fought all night against the sheet and by daylight I had the top 
part loose. I don't know how, but I did. I called upon Houdini's 
spirit. I broke or slipped enough of the knotted tapes from their moor- 
ings so that the top of the sheet from behind my head to my waist 
came free from the underpinnings of the bed and I could sit up. 


There were still fastenings down my back, but by compressing, con- 
torting one arm I worked it free from its s| 


tort leeve, though it remained 
inside the canv; 


as chemise, and the other almost free. With both of 
them loose I might manage to unfasten the lacings down my back. 
Once frec, I had no program of action. My aim was to demonstrate 
my unconquerability, to free myself from my unjustly imposed shack- 
les and relieve the torment of lying trussed in one position on my 
back, which now felt as though the skin had been rubbed off it over 
every protruding bone. 

The door opened and a hospital guard stood there. He was not one 
of my imprisoners and his regard and tone were mild as he said, 
“Well, that was quite a trick. I'm sorry, but I'll have to tie you down 
again." 

"Why?" I asked. "Why? If you 
wouldn't try to get out." 

"Charge nurse's orders," he said. 
You're supposed to be in a restrai 
out somebody will catch hell." 


'd just leave me so I could move I 


"You can't get out till he sees you. 
ning sheet and if he finds you half 


* Carleton Brown, Brainstorm, p. 236 (New York: Rinehart & Company, Inc., 
1944). By permission. Recently some hospitals have ceased using the more puni- 
tive types of restraint. 
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I protested tiredly as he tied me down again, but I did not fight or 
curse him. I lay back and tried to come to terms with my pain. But 
there was no position in which I could hold my body so that it did 
not ache and burn. I cried soundlessly and abjectly. My tears smarted 
on my face. I looked up and begged for mercy to fall from whatever 
source in the universe it might originate. 

Perhaps most patients cannot articulate their feelings as fluently 
as this patient, but the helplessness and futile pain is often there. 
Enforced physical restraint, then, has an institutional function. It 
is a traditional medium which is practiced to keep order, and 
in some hospitals this practice is continued because of a shortage 
of trained personnel. 

We see too from this example that the impersonal rules are so 
enforced that the individual attendant had little to say about them. 
He became a cog in an impersonal process who had to obey the 
commands of his superiors, whether he agreed or disagreed with 
them. Some doctors, although privately opposed to this mode of 
handling patients, feel that it would be almost futile to oppose 
it overtly; for the limited facilities and the lack of qualified attend- 
ants in state hospitals preclude care or supervision for those who 
would be potentially violent. The lack of personnel to supervise 
agitated patients is, as we have mentioned, necessary to prevent sui- 
cide and/or homicide. Some form of restraint, according to sincere 
psychiatrists, becomes virtually a necessity for some patients. 

Erickson maintains that restraint can be used for therapeutic 
purposes when it meets the patients’ needs.” Certain patients need 
something more concrete than their unresolved personal conflicts. 
The restraint presumably fulfills this need, because “human nature 
tends to regard a repugnant remedy as effective.” x 

Although the application of restraint may conceivably have some 
therapeutic value for some patients, this value, even as Erickson 
points out, at best is on a symptomatic level. Moreover, the majority 
of hospitals use restraint primarily for administrative and custodial 
purposes and not for therapeutic purposes. The therapeutic ration- 
ale for restraint can easily result in dangerous abuses because of the 


5Carleton Brown, Brainstorm, p. 236. See also Clifford Beers, 4 Mind That 
Found Itself, p. 129, 130 (New York: Doubleday & Company, Inc., 1924). á 

Milton H. Erickson, “Psychological Significance of Physical Restraint to 
Mental Patients,” The American Journal of Psychiatry, February, 1948, 105:7, 


Pp. 612-614. 
? Ibiq,, p. 614. 
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relative helplessness of the patient with respect to the stall. The 
policy of trying to understand the viewpoint and elicit the S 
operation of the patients is a constructive one. The mild forms o 
restraint could possibly be used in exceptional cases, but it should 
be supplemented by other constructive means of quieting the pa: 
tient once he is communicative. Also, the painful and punitive 
features of restraint should be eliminated. Most state mental hos- 
pitals, however, do not and usually cannot have this approach to 
restraint for the reason mentioned—lack of qualified personnel. 

Conformity as an Only Recourse. The patient's most expedient 
recourse is to comply. In becoming adjusted to the institution, he 
knows that the odds are against him, and he willingly or reluctantly 
reconciles himself to his patient role. It is this accommodation that 
prevails among the overwhelming number of patients, with the 
exception, of course, of those in the agitated wards. 

Remarks of patients typical of this conformistic attitude are as 
follows: 
I behave myself and obe 
and I don't want to go 
out that way. 


y all the rules because it's the proper thing to do 
against that. I'll be happier in the long run and get 


I find it's the best policy to play along with the doctors and attendants. 
It’s simply no percentage in trying to buck them. You don’t get anywhere, 
except in trouble. I want to get out as soon as I can and I’m going to play 
along. 


The patient group also facilit 
patients by indirect soci 
follow a cert 


ates the adjustment of incoming 
al pressure. Since all patients on the ward 
ain routine, this routine indirectly influences the par- 
ticular patient to do the same. An attendant observed the following 
changes in certain patients through this process of social emulation: 
Following the crowd will help the patient 
than nagging or threats or attempts 
sees all the other patients going to be usually goes with 
them. He may not sleep, but he stays in bed. I recall a patient that re- 
fused to obey orders. Whatever we did to him he remained stubborn. Then 
he was transferred from the receiving ward and he noticed the other 
patients going about their business, washing themselves, getting up on 
time, bathing, lining up to eat. He Was constantly thrown with the group, 
and soon he was seen to take hold of himself, After that his condition 
constantly improved. If attendants weren’t so impatient, they would get 


more done with: patients. The Patients themselves would have the others 
follow the crowd. 


adjust better to the hospital 
at discipline. A restless patient who 
d at a certain time 
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Some patients who were disturbed at the time of admission be- 
came more calm after one or two weeks in the hospital. Usually, 
this altered reaction meant an adjustment to a new situation. Per- 
haps their agitated responses were defenses to the particular mem- 
bers in the family. In the hospital, their superficial defensive 
reactions were no longer necessary, and they revised their behavior 
accordingly. 

In brief, the patients learn that it is most expedient to adjust to 
the patient roles because of the threat of punishment, because of the 
adjustive techniques acquired from other patients, and because of 
the indirect social pressure from other patients. Those who do not 
come to terms with their roles are considered "disturbed" and are 
removed from the patient milieu or placed in restraint. Only long- 
time patients who know the ways of evading hospital rules are the 
Conspicuous exceptions. Generally, the patient's role is in such a 
Social groove that personal spontaneity tends to be discouraged. 
His conforming process also extends to the patient's relationships 
With the professional staff and with the attendants. 

Relations with the Professional Staff. Patients believe that the 


doctors control their hospital "fate," because they can shorten or 


Prolong their stay in the hospital. Despite limited opportunities, 


they strive to cultivate favorable relationships with the doctors. 


3 « ; rise" pati v real- 
These overt reactions signify the hospitalwise" patients. They real 


ize the detrimental effects of antagonizing the doctors. Nonetheless, 
they evaluate the doctors but try to conceal their hostility when it 


IS aroused, though not always successfully. Consider the following 


p . ^ 1 11 
Evaluation of the doctors by a patient. 


Confidence between patient and doctor is considered to ms key- 
Stone of any attempt at psychotherapy. Neither I nor 2 [ E be E 
tients with whom I talked had a scrap of it in Dr. Soup, though a ew 
did in Dr. Mac and more did in a younger doctor who seemed to have 


a ine i t in it, and sympathy 
Entere h some genuine interest à 
he frel di S omm unfairly that the brunt of 


With its subjects. It was perhaps 1 
our feelings of bad faith fell on Dr. Soup; this came about pe 
Cause he was the one who made final decisions as rip ee 
in this department of the hospital. Thus when I z » m. = ha 

ad happened to the promise that my parents - 2 g n 
typewriter, he told me that the decision rested with Dr. Soup. Dr. 
Carleton Brown, Brainstorm, p. 249 (New York: Rinehart & Company, Inc., 
19 rown, h 

14). By permission. 
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Soup cut short my queries during rounds, and did not give mns an 
interview in his office until after I was transferred to the quiet ward 
98 on the floor above, where the balance of my incarceration became 

a stretch of acute and chafing tedium relieved occasionally by the 

violent actions of my fellows. 

Doctors who are sympathetic, who listen and respond to the 
patients, usually are esteemed highly. Those physicians who make 
short shrift of the patients incur their antagonism. These notions 
are by no means held privately by each patient but are socialized 
by conversation and gossip. The doctors become typed. Nonetheless, 
the need for defense creates a disparity between the patients’ per- 
sonal versions and their overt behavior. 

The patients curse the doctor all day, 


appears on the w: 
tor isn’t around. 


but act their best when the doctor 
ard. In our ward the patients act different when the doc- 
They become so much nicer when he is on the ward. 

the doctors, overburdened by large numbers of pa- 
tients, have little time to devote to each patient. But the patient 
seemingly considers his superficial needs fulfilled when he believes 
the doctor expresses a personal interest in him. In fact, this becomes 
one of his chief aspirations. He vies with other patients to win the 
doctor's attention, often approaches him to speak his "piece," and 


resents the attendants who prevent him from doing so. One patient 
wrote:12 


Generally 


The doctors made their once-daily morning rounds so rapidly that it 
d ly to be sure of catching them. They 
tes to listen and dismiss all complaints 


as many of the twenty or thirty men in 

the ward as had not yet learned, as they would after one or two such 
talks, that addressing the water cooler in the bathroom was likely 
to prove as satisfactory; Kearney and the attendants did their best to 
forestall and forget all patients’ bids for attention, legitimate or not. 
But these expressions of feelings a 

may be inhibited by certain factors of 


lead to withholding information which will deter the patient's re- 
lease. That is, some patients who hallucinate, or some paranoids 
who retain their delusional Systems realize that these symptoms are 
sources of social disapproval. Hence, they may attempt to minimize 
or to conceal them. For example, one patient said to another- 


“Don’t tell the doctors that you hear voices. If you do, they'll never 
12 Ibid., p. 246. 


that were brought to them by 


nd thoughts by the patients 
the patient culture. They may 
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let you out." The more appropriate answer which some patients 
learn is that the "voices were a part. of my imagination." This dis- 
crepancy between external conformity and symptomatic behavior 
exists, but it is not known how extensive it may be. Seemingly, it 
predominates among paranoids. 


The doctor makes his morning rounds, asks me how I feel and I say, 
“Fine.” I don't want to tell him what really bothers me or tell him my 
troubles. It might rub him the wrong way and hurt my chances of getting 
out. But he's a nice fellow and sometime he's going to play checkers with 
me. 


Nonetheless, by skillful and friendly interviewing, the doctors 
may detect these symptoms. As we have indicated, the traditions of 
the hospital impede the doctors from becoming too zealously con- 
cerned about their patients. Their conformity is largely a means 
of practicing specific routines. Some doctors, who feel harassed by 
their duties, may merely scold or lecture the patients. Usually they 
do not find out what the patients' problems are, and, at times, leave 
the patients dissatisfied and frustrated. "My doctor keeps talking 
and talking. I sit there and have to listen," said one patient. "I 
Should be asked what is on my mind, so that the questions would 
be like keys to open my mind and have everything to pour out. I 
have a lot to tell her, but she doesn't give me a chance." 

By contrast, consider the following statement of a 19-year-old 
female manic-depressive who apparently had an intense attachment 
to her doctor. 

If you see Dr. X, you may tell him that I think an awful lot about him. 
I really adore him. I think he's such a sweet person and he's done so much 
for me, I could never stop thanking him. I love him with all my heart and 
Mean every word I've said. I wish he would call me back to examine me. 
++. Or I wish Dr. X would call on me soon to care for his kids. I'd love 
to keep his children and also to meet his sweet wife. If I meet any man 
Who looks like Dr. X my heart will go out to him. 
ite and very close attachments to 


Frequently, patients create defin c i 
e doctors are interested in them 


the doctors when they feel that th i A 
and are trying to help them. Because of the character of the rela- 
n erotic involvement, as in the illustration 
therapeutic for the pa- 
ents which 


Uonship, it may become a 
Cited. But these relationships are usually i 
tients, because they inspire a positive outlook among patı 


Contributes to their improvement. 
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A doctor's interest may reach even an agitated patient. One pa- 
tient relates the following experiences of a doctor's interest in a 
patient named Allen and his contribution to the patient's improve- 
ment. Though this narrative lacks the finer aspects of a dynamic 
analysis and may perhaps be one of the hospital legends, it nonethe- 
less reveals the way the patients evaluate the doctor's personal inter- 
est and its constructive results. In this sense, this narrative uncovers 
what some patients ideally expect from doctors.1? 


Speechless, savage, some strange quirk in his mind must have made 
him believe that he was in a land of animals and that he, too, must 
choose to be an animal along with the rest. He picked on the gorilla 
walking in a crouch, his arms almost touching the floor. He let his 
hair grow long, he growled when people came near him. Here by all 
laws of chance, he should have stayed and died as did all the others. 
Happily, the doctor of the ward took an interest in him. I was 
assured this was not usually the case. The doctor, surrounded by in- 
curables as he was needing to tend to so many patients, did not often 
find time in the back hall to do anything but cure physical complaints. 


In most cases, medical attention was as useful as having a shave before 
execution. 


Whatever the reason, 
this strange hulk of a 
younger than the rest, 
of reason. 

He spoke kindly to him, 
ward, he singled out this wi 


however, the doctor did interest himself in 
man—perhaps because he seemed so much 
perhaps because his eyes bore some promise 


understandingly. Each time he visited a 

Id-looking animal to address some words 
that might have been to an equal, never receiving a reply, never ex- 
pecting it. As an animal gn 


ows gentle under kind treatment so this 
patient after some weeks, slunk over to the doctor whenever he put in 
an appearance in the ward, and waited for a kind word as a dog waits 
for a pat from his master, 


He would still tolerate no one else near him. Guards from time to 
time beat him to get him to bathe or wash. The doctor did nothing 
but talk gently to him. Painstakingly he pointed out objects mention- 
ing them by name, repeating them again and again. .. . 

Upon the insistence of the doctor, he agreed to have his beard cut 
off. That too, brought a transformation. His crouch became less pro- 


nounced. He began to straighten up, to speak with more and more 
ease, enunciating clearly, show: 


. ung ing greater familiarity with language, 
making astonishing headway. 

The doctor was pleased . . , they could now engage in conversa- 
tion, each time the doctor came, about simple and unimportant 


*Lawrence Jayson, Mania, pp. 142-145 (New York: Funk & Wagnalls Com- 
pany, 1937). 
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things which made the patient friendly and grateful. We must get 
to the bottom of this, thought the doctor. Now is the time. 

So he brought the subject round to personal things. He asked the 
patient questions about himself, his name, his family, his history. 
The man answered reluctantly, uneasy as he gave the information, 
less and less willing to talk. Relentlessly the doctor continued. 

"You know you can speak English as well as I do. We are friends. 
Why not tell me everything. Why do you pretend you can't talk?” 

The patient shut up like a clam. From that time on he refused to 
talk to the doctor. He lapsed back into old ways. The same quiet 
sullenness. The same animal qualities. Efforts of the doctor to draw 
him out again were unavailing. He was forced to admit defeat. 

But the patient had given him some facts, and the doctor still inter- 
ested, was able to seek out Allen's frantic family, who, for months had 
been looking for the boy. A wealthy, intelligent. family, they spared 
no efforts to get him into Druryville, where he was admitted a year 
ago still in his growling state. Here the 
peated, this time to bring him finally on t 
recovery. 

“It’s funny what talking it out can do for a guy," said Eddie, after 
having finished Allen's story, his broad face aglow. "Something loosens 
up inside of you and that great lump of tightness disappears as you 
get the right person to tell it to. That's the way it was with me." 
That’s what happened to Allen, he, got the person who could listen to 
him, who could understand him. 
ecome resigned to the slight attention from 
ect little from them. Many chronic patients 
their continued detention in the hospital. 
illing, they would be released. 


same patient process was re- 
he permanent road to 


In time, patients b 
the physicians and exp 
blame the doctors for 


They feel that, were the doctors w 
On the other hand, since many patients are lonely and isolated, 


they desperately seek some person to whom they can confide. When 
encouraged, they readily become dependent upon the doctors. In 
fact, some doctors claim that some patients become so dependent 
upon them that they have to create a social distance. Yet these 
supportive relationships usually help sustain the patients and in 
some extreme cases help the doctors.1* 

When some doctors to whom patients become attached are trans- 
ferred to other wards or leave the hospital, the patients tend to go 


“The isolated doctors who have no personal relationships in their extra- 
professional life find the patients convenient outlets for their aggressions and 
prejudices. Also, the patients’ attachment, as well as their submission, may readily 
enhance the doctors’ self-esteem, which they do not seemingly derive from any 


social source. 
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through an emotional crisis. Yet these doctors who have awakened 
the confidence of the patients can reach and influence their behav- 
ior more readily. Consequently, the transfers may interfere with a 
therapeutic relationship. * 

For example, one patient in a back ward who became attached to 
the doctors, and who improved as a result, was transferred to a 
"hopeful" ward. In the new ward she initiated new relationships 


are not always or necessarily 
hospitals, but these relation- 


ial psychological as- 
any other hospitals tend to ignore 


Attendant-Patient Relationships. 
by their relationships with attendants. Yet these relationships are 
at best custodial and at Worst repressive. Since attendants aspire 
primarily to control the patients, they frown upon social intimacy 
or informality with patients because they feel that familiarity may 
relax their effective control. But, by and large, the patients regard 
the attendants as distant custodians who neither harm nor help 
them, but who keep the ward in order and keep unruly patients 
quiet. 


„The patients try to adjust to these relationships. They do not 
dispute the dominance of the attendants but 
them. Though the degree 


Patients can be vitally affected 


strive to get along with 
of compliance seemingly may vary with 
s mode of behavior, too, is an acquired 
t. “Hospitalwise” patients tend to com- 
emands, regardless of what they think 

patients. For the most part, they real- 
With respect to the attendants, and 


Scover who are the friendly and un- 


: quests and general behavior to the 
attendants are largely influenced by this collective appraisal. If an 


attendant is friendly, they become very attached to him may make 
: , ma 
requests to him, and try to b, 


unfriendly, they obey but tend t 
uated the attendants as follows: 


attendant is 
© remain distant, One patient eval- 
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"There's different kinds of attendants. Some I don't like. I wouldn't give 
them any good will. They bawl a man out in front of a bunch of men 
even when the man is in the right. [Then] there are attendants the men 
would swear by because they are fair even though they are strict. 

The patients who do not get along with some attendants try to 
get transferred to other wards with friendly attendants. Though 
many may not succeed, they continue to strive for this change. 

Ignorant of the dynamics. of disordered behavior and socially dis- 
tant from the patients, the attendants discourage personal confi- 
dences from the patients. Patients who are reconciled to the hospital 
folkways do not attempt to "open up" to the attendants, unless it 
concerns some hospital rumor. Other patients may have such press- 
ing conflicts that they may require someone to whom they can con- 
fide. 

For example, one patient, wracked by attitudes of guilt and self- 

condemnation, was unable to sleep. She tossed about in bed and 
started to murmur to herself. When the attendant came into her 
room to see what was happening, the patient tried to speak with 
her. The attendant not only refused to listen but thought the pa- 
tient was disturbed. The patient said: 
She gave me a look as if I were crazy, and didn't know what I was doing. 
She wouldn't bother with me, told me to go to sleep and not make any 
trouble. I had so much on my mind that I wanted to talk about that I 
couldn't sleep and keep still. I was so distressed about my husband and 
children living at home without me and it pressed hard on my mind that 
I had to try all my might to keep still. I lay awake the whole night, think- 
ing these matters over and over again. 

The attendants do not regard this type of counseling as part of 
their job. As long as they can supervise the ward, they feel they have 
performed their duty. Since this counseling relationship is necessary 
for certain cases, it reveals that custodial care is not enough. 

Attendants frequently respond to the patients as if they were sup- 
posedly rational and ordered. When patients are resistive, many 
attendants not only consider this behavior as a violation of hospital 
rules but also as a personal affront. Hence, within their authority, 
they can call the patient "disturbed" and vindictively attempt to 
"calm him." 

Disoriented patients often do not respond to the attendants as 
attendants but react in terms of their delusional stereotypes and 
categorize them as enemies. The punitive retaliation merely con- 
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firms the patients' delusions that the attendants are ipe zt 
patients cannot be reasoned with easily. Attempts to ca m ther b 
interviews require time and patience, which are luxuries bs bin 
hospital. An attendant in an agitated ward described what he 
learned about handling agitated patients: 


Distract his attention before you tie him dow 
marks will show or so hard that the patient wil 
him if you can and once you get him under c 
till he quiets down and learns his lesson. 


n. Don't hit him where the 
l become a problem. Humor 
ontrol let him stay that way 


The attendants, who have the lowest status 
can express their aggressions, deliberately o i 
the patients. Attendants are subject to many rules and must express 
varied forms of deference to superiors, For example, the charge 
nurse in one hospital insisted that attendants remain standing when 
she entered the ward, and that they do exactly as she told them. On 
the other hand, the doctor felt that the attendants in this ward Were 
under his supervision. The result was that a particular attendant in 
this ward became disgusted by the dual authority and quit. Before 
quitting, he became irritated at any recalcitrant move by a patient 
and became more verbally abusive to the patients than formerly. 

Patients are careful to avoid involvement in interstaff controver- 
sies. One doctor, who became particularly interested in a patient, 
found that the attendant resented this interest. The attendant 
began to tease and humiliate the patient in varied ways. To escape 


from this difficult position, the patient tried to remain away from 
the doctor when he visited the ward, 


Although attendants maintain a socia] dist 
and concentrate specifically upon their cust 
have “favorites.” These "favorites," 
often given preferred treatment, 
informal “ward leaders," 
Generally, the favorites ar 
the exceptions are those 


among the employees, 
r unwittingly, against 


ance from the patients 
odial control, they do 
' as in any other social milieu, are 
These favorites may include the 
the functionaries, or the "stool pigeons. 
€ disliked by the other patients, although 
who remain “loyal” to the patients. One 


such type is “Mr, Peabody" who is described as follows by Row 
land:15 


John Peabody is a paranoid type of schizop 
of age. He is “ward boss” on his ward. He 


* Howard Rowland, "Interaction. p 
Psychiatry, August, 1939, 2:3, p. 380. 


hrenic about thirty years 
has been in the hospital 


Tocesses in the State Mental Hospital, 
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eight years. He not only tells you he runs the ward, but he actually 
directs most of the activities and in some measure has the cooperation 
of the other patients. 

Peabody's industrious habits lighten the work which ordinarily 
falls on the attendant or nurse in charge. Attendants and nurses may 
come and go, but Peabody is the “oldest resident" who knows the 
intricate problems of each of the patients on the ward. He organizes 
the morning clean-up and he cares for the untidy patients. He makes 


numerous suggestions about occupational assignments. He has a con- 
siderable amount of mechanical skill and has fashioned several imple- 


ments used in the hospital laboratory. 

Mr. Peabody's case record states that on one occasion he was badly 
bruised when another patient became disturbed and struck him. He 
refused to report the name of the other patient because he was afraid 
that the man would be sent to the “packs.” 

It should be noted that this type of patientattendant relation- 
ship is somewhat exceptional in the state mental hospital and is 
limited to a very few patients who have the confidence of the admin- 
istrators or superintendent. During and since World War II, the 
shortage of attendants in many state hospitals has been so great that 
many of their faults have been overlooked. This problem has been 
alleviated only slightly during the past year. The usual procedure 
is to give preference to the employee's rather than to the patient's 


Version of any incident. 


Social Structure of the Patients 


Patients can be classified roughly by the type of wards to which 
they are assigned: (1) hopeful, (2) chronic, and (3) agitated. These 
Wards, which have specified meanings for the patients, are named 
by them accordingly. The hopeful ward is referred to as the going 
home,” or “open ward,” the chronic ward is the back ward, and 
the agitated ward is the “strong ward.” These different ward classifi- 
Cations usually denote the condition of the patients whid in turn, 
indicates their status in the hospital and their collective orientation. 

Hopeful patients usually are in the hospital a relatively o 
time, are in an improved and communicative condition, ana 
favorable prospects for discharge. Chronic patients are usual y in 
the hospital a much longer time, may or may not be communicative, 


and have unfavorable prospects for discharge. Agitated €: E 
Considered a threat to the hospital or to the community. y ar 
whether because of their 


Unable to abide by the hospital norms, 
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personal condition or because of their resentment to hospital rules 
‘or conditions. b 

Hopeful Patients. Hopcful patients regard their stay in the hos- 
pital as transient and are mainly concerned with “going home. 
With this collective orientation, they regard commitment as an 
interruption of their home routine. Since they, more than other 
patients, resent the stigma of their commitment, their desire for 
leaving the hospital becomes their predominant value. It becomes 
socialized by conversation and becomes a competitive basis for 
status. The more favorably a patient is considered by the staff for 
going home, the more status he may have with the other patients. 
Some typical attitudes of hopeful patients are the following: 


I want to go home and get away from this pl 


ace. I don't mind the hospital, 
but I'd rather be home. I w: 


ant to go home as soon as the doctor lets me. 
I'm getting fed up. I have to get out of here 
and sister when they were here, v 
was up to the doctor. To think tl 


and soon. I asked my brother 
when I would leave, and they said that it 
hat I even have to be in a place like this. 


- It is this fact which sharpens the com- 
g the patients and, at times, leads to envy 

and hostility, 

When a patient is ready to 


well as I. How come she's 
The other nods, a 


go home, others may gossip: “Oh, she's not as 
going home so soon. I’m at least as well as she.’ 
nd says the same thing about herself. 


The patients who may want to re 
periods incur the hostility, 


claims, but they either 


patient explained her plight in these Words: 


Patients who may want to remain lon 


Ber do not express their 
viewpoints frequently because they disco 


ver the resentment of the 
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other patients. The collective attitude also pertains to the patient's 
improvement. 

Improvement is considered a means to discharge. The "pessi- 
mistic" or "complaining" patients who doubt their improvement 
create a mood which other patients oppose: 

C. always talks about how miserable he is, always complaining. Says it's his 
nerves. He's one to keep away from if you want to get out of here. I want 
to leave quick and I won't let him get me down. 

By stimulating competition for discharge, the hopeful patients 
indirectly are motivated to improve and recover. Their negative 
attitude toward the hospital induces a positive attitude toward 
improvement. The relative simplicity of the hospital environs and 
the few objectives shared by hopeful patients help their condition, 
despite the limitations of the hospital facilities. These attitudes 
apparently have arisen unwittingly. The patients’ personalized 
desires to leave become socialized and reinforced by conversation. 
This positive indigenous aspect of the hopeful patients’ culture has 
other favorable features in the informal companionships and friend- 
ships among the patients. Although friendships exist in almost all 
types of hospital wards, they appear more significant among hopeful 
patients as a means to therapy. 

Attitudes toward Physical Therapy. Many hopeful patients are 
required to take electro- and/or insulin shock therapy. As features 
of hospital living, these activities become topics of discussion among 
the patients. Consistent with the attitudes of the staff in keeping 


the patients “in the dark,” the staff in some hospitals do not ori- 


ent the patients to the therapy. Hence, the patients seek information 
his process vary. Some feel that 


from each other. Their reactions to t 
they have a right to know what is being done to them; others accept 


the patient role implicitly and feel it is a matter of concern to the 


staff only. 
a dentist and he fixes my teeth, he tells me what is wrong and 
do. I can understand some things. Why don't they tell 
ho can understand . . . what is being done to us. 
We'll have more confidence in what to believe and in what not to believe. 
I don’t know whether they have their degrees or not but I don't want to 
be submitted to any more of these treatments. They line you up regularly; 
it is a hard and fast rule to take treatments. Are there no human rights at 
all? They make you feel so helpless when they hold you on the table. Some 
don't mind it, and I didn't. But for some it was really rough. 


If I go to 
what he is going to 
_ us... those of us W 
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The whole arrangement of electroshock therapy presents an ap- 
prehensive picture to new patients, particularly women. Patients 
in one typical hospital who were last in line could hear the first 


patients awakening from the coma and screaming as if in pain, and 
their fears became intensified. 


You don’t know what it is to sit in the room near by and hear the screams 
and think that you're next. When I first went to shock I heard such scream- 
ing I asked the nurse, “What are you doing to them." I couldn't imagine 
why they would want to yell like that. 
Personal Effects of Electric Shock. 'The shock treatments, which 
are taken in the morning and three times weekly, range from twelve 
to twenty-four treatments, although the number is flexible. The 
immediate effects of the shock are to make the patients hazy and 
apathetic until well on into the afternoon.!6 Their apprehension 
concerning the shock persists, and they attribute to it a variety of 
ailments and difficulties, loss of weight, slowed heartbeats, memory 
defects, and blunted feelings in varied parts of the anatomy. 
They have given me that electricit 
it all the time. I am down from on 
dred and nineteen pounds. Now 


dread that machine and I won't h 
son who brought me in here. 


y eleven times. I am losing weight with 
€ hundred and fifty pounds to one hun- 
my toes don't feel as they once did. I 
ave it. I sure would like to tell the per 


I must have lost m 


ments I took at the sana- 
tarium were respon: 


er those shock treatments. 


ously to shock therapy, 
re these reactions inevi- 


ough the mysterious and disagreeable 


setting of the shock may have frightened 


were allayed by the sta 


patients simply would 
influenced by the discussions, But the 
magnified fears were usually cultural emerg 
rather than a direct outgrowth of the shoc 

?Some hospitals made these 
electroshock therapy. : 

"For example, this pervasive shared fear of shock is not so intense in the 
better-organized private hospitals. 


ents of a social process 
k experience.17 
patients return to work within an hour after 
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Psychoanalysts contend that the so-called “death fear" of electric 
shock may instill in the patients a more intense desire to live and 
a more positive interest in the surroundings.!* Also, it has been said 
that the fears directed to electric shock distracted the patients from 
their problems. Some patients evidently did regard the electric 
shock almost as a symbol of a death ritual. 

Although no precise data are available, it seems that the mani- 
festly fearful patients did not improve more quickly or in larger 
numbers than those who were not overtly afraid. It appeared in 
some instances that the reverse was true. Nonetheless, the socially 
induced fears were extraneous to the shock therapy per se, and 
merely reflected the indifference of the professional staff to the re- 
actions of the patients. 

In affecting recovery, the electric shock seems to show definite 
success. Of the 380 patients in one particular hospital who sub- 
mitted to the electric shock during a one-half-year period, 64.8 per 
cent were improved or recovered, and 35.2 per cent were unim- 
proved. This compares rather well with other studies made of 
electroshock therapy in other state mental hospitals. 

Insulin Therapy. Insulin therapy is used frequently for those 
ve completed electroshock therapy. It is also used 
er schizophrenics some of whom are not given 
able effects of this mode of physical 


therapy for disordered persons were reported by Sakel in 1936. 
Within the last ten or fifteen years it has been introduced and has 
spread as a therapeutic device in the state mental hospitals. Many 
claims have been made for this type of therapy regarding its influ- 
ence upon improvement. 

This treatment is usually administered intravenously, after which 
the patient goes into a coma. After coming out of the coma, a glu- 


cose substance, such as orange juice, is given to the patient to 
counteract the hypoglycemic—depletion of sugar—body condition. 
Though the schedule as to the number of shocks administered to 
the patients varies with their needs, the modal number ranges from 
forty to sixty shocks on à five-day-week schedule. In some cases, à 
ts seem to have a magical experience of 
“death and rebirth” from the electric shock treatments, but that these reactions 
do not reveal anything about the biological changes “that may occur within the 
organism.” Otto Fenichel, The Psychoanalytic Theory of Neuroses, p. 568 (New 


York: W. W. Norton & Company, 1945). 


patients who ha 
for paranoids and oth 
electroshock therapy. The favor 


28 Fenichel maintains that the patien 
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certain number of insulin and electric shocks are given 


alternately 
rather than successively. 


Personal Effects. This treatment is not so vigorous as electroshock 
therapy, but its temporary effects are more 
research has been done on the 
effects of insulin, 


prolonged. Extensive 
physiological and psychological 
and on the basis of these results the routine of 
administering the insulin has been used by the st 
As in electroshock therapy, the psychological reactions of the pa- 
tients are largely ignored. Usually, the patients do not fear this 
treatment as intensely as electric shock, although many dislike it. 
Since the immediate effects wear off slowly, some claimed they did 
not feel alert until the week ends, when the treatments were inter- 
rupted. 

During the treatments the patients feel sluggish 
confused. Because of the glucose imbibed after the tre 
gain weight and many become amused b 
ance, One female patient jokingly remark 
me this way, he'll disown me.” 


The Temporary State Hospital Commission studied 1,128 in- 
sulin-treated and 876 nontreated schizophrenics. Of the insulin- 
treated group 79.5 per cent were able to leave the hospital, and of 


vere able to leave.19 Of the 
vident among the paranoids; 
group were able to leave the hospital, 
per cent of the nontreated group who were able 


ate hospitals. 


and, at times, 
atments, many 
y their changed appear- 
ed: “If my husband sees 


to leave.20 

Appraisal. The effects of shock therapy upon many patients are 
regarded as beneficial. At the time of their introduction in the state 
mental hospitals, these instruments of shock therapy lent themselves 
to the Mass treatment of patients and Sometimes were hailed as the 
solution for the problem of treating personal disorders. Claims in 
this direction have become more modest with more festa. First, 


7? Insulin S, Faby. (New Vache ^m 
ihr Pranks ae (New York: Temporary Commission on State Hos- 

20 Gralnick found that, of 554 insulin-treated schizophrenics 75 t could 
be considered failures, if the nonparoled and the returned E seb deis 
This study pertained to a six years’ range. See Aeara C. eae N TER 
Years’ Survey of Insulin Treatment in Schizophrenia,” The res yes al of 
Psychiatry, January, 1945, 101:4, p. 450. d rerican Journ 
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some patients, especially schizophrenics, do not improve necessarily 
with this mode of treatment. Second, the improvement of some pa- 
tients is not sustained, particularly when they leave the hospital. 
There is no definitive evidence as to the long-time effects of shock 
therapy. Third, the patients who improve through psychothera- 
peutic means tend to sustain their improvement longer than do 
those who have been treated by shock methods. 

Chronic Patients. Unlike hopeful patients, who are considered 
objects of therapy, chronic patients are regarded primarily as ob- 
jects of custody. Of less concern to the doctors and less subject to 
the varied therapies which might be administered, they are in large 
part the permanent residents of the hospital. Indeed, some chronic 
patients have been in the hospital during the major portion of their 
lives. In one state hospital 44.9 per cent of the patients had been in 
the hospital for ten or more years, and 66.7 per cent had spent five 
or more years in the hospital. The hospital had 19 out of 39 wards 
designated "chronic." Although a few chronic patients became suf- 
ficiently improved to be released, their proportion was far fewer than 
in the hopeful wards.?! 

- Because of their disordered condition, hospital position, and 
routine, chronic patients view the hospital differently than do hope- 
ful patients. Hopeful patients, despite conformity to their hospital 
roles, are not reconciled to them. Their interest is in discharge and 
in the outside community. The chronic or long-time patients are 
either resigned to or accept their hospital positions. Though many 
want to leave, their prospects of release have dimmed with the years. 
Their relations with family and friends have become less frequent; 
some patients have no families and are isolated from the outside 
community. Many are out of touch with recent events. Their in- 
terests and topics of conversation are focused upon such intra- 
hospital affairs as other patients, jobs, the attendants, doctors, 
church, deaths, and new arrivals. The problem of discharge recedes 
into the distance, and the outside community becomes an almost 
unreal world. The intention of long-time patients is to make hospital 


e his chances of 
first two years. 
hotic Patients,’ 


2! The longer the patient remains in the hospital, the fewer ar 
release. The majority of patients leave the hospital within the 
See Eugene F. Bogen, “Effects of Long Hospitalization on Psyc 
Mental Hygiene, October, 1936, 20:4, pp. 566-578. 
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living tolerable, comfortable, and acceptable. By accepting pen 
role, the chronic patients exemplify the patients' attitudes to the 
mental hospital.?? ] 

In aspiring for optimum hospital adjustment, they become con- 
cerned with rules to obey or evade, the favored jobs, the types of 
attendants, and the avoidance of conflict with other patients. In 
effect, the long-time patients are concerned with easing the deadly 
hospital monotony and with using facilities at the hospitals for self- 
expression. 

In terms of adjustment, chronic patients are of two types—work- 
ers and nonworkers. The workers are occupied most of the day, 
whether in the kitchen, the laundry, the dining room, the farm, or 
with cleaning apartments. These workers are oriented enough to 
function in the relatively simple hospital environment. Their work 
is a relief from the hospital monotony. In addition, they have 
"privileges" which include free movement over the hospital 
grounds during their off hours. 

Some patients who work eight or more hours oppose this arrange- 
ment. They feel that if they are considered well 
eight hours in the hospital they can w 
their "freedom." One patient stated: 


enough to work 
ork outside and also have 


I have to work in this booby-hatch eight hours a day. If I can work that 
long, here, I can do it on the outside. You have nothing to say about your- 
self. They put you to work and you work, whether it does you any good 
or not. They say they know what's best for me. Can they tell me what 
benefit I'm getting from working eight hours shelling peas? It doesn't 
change any of my ideas. I have the same ideas about people as the time 


I came in. I said people are enemies and they take advantage of you when 
they can. That is what is happening here too. 


Rowland regards the "institutional cures" 


as the elite of the 
chronic patients. 


?3 These individuals can adjust to the mental hos- 
pital but are unable to adjust in the outside community. They have 
the most favored work and the most privileges. Among this group 
are those whose psychoses have become “settled” and whose conflicts 
seemingly have “burned out.” He states:24 

* An indication of the doctor's progressively 


fewer inquiries to the chronic 
patient is revealed by progress notes; the longer th 


he patient is in the hospital, the 
less frequent become the progress notes. 
? Howard Rowland, “The Interaction Processes in the State Mental Hospital," 
Psychiatry, August, 1939, 2:3, pp. 323-337. 


* Ibid., p. 328. 
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Those individuals, largely schizophrenic, who have made a long time 
adjustment to this environment have lost the emotional extravagance 
which we ordinarily associate with insanity. Social relationships in 
this group are made possible because the morbid spread of meaning 
is withdrawn from the hospital environment. These individuals have 
approached a “normal” adjustment to their environment. 


The nonworkers have a different routine. Though they help in 
the ward, they are unoccupied most of the day. This type of inac- 
tivity seems to coincide with the apathetic, "settled" schizophrenics, 
but it does not provide even them with fitting modes of self-expres- 
sion. These long-time patients are the chief custodial problems of 


the mental hospital. The enforced idleness and boredom of many 


chronic patients are among the most backward features of the state 


mental hospital. 
One long-time patient said: 
just sit and sit and be quiet. The same thing 


day in and day out. I tried to read a little then got tired of it, and then 
there’s nothing to do but sit around. The men don’t get enough exercise. 
They sit on those hard chairs and keep sitting until they get sores. 


A recreational director said the following: 
atients in the back wards cloth to tear into 
strips. We use these strips for rug making. These women would sit there 
by the hour and rip and rip the cloth. It looked to me that all of their 
aggressions went out in tearing those sheets. They felt much better than 
sitting on those hard chairs with nothing to do but twiddle their thumbs. 
The outlets for their monotony come in the little episodes of the 
day: in going to and from meals, in seeing an occasional motion 
picture, in asking a fellow patient for a light, in gossip and teasing 
patients. At times, the hostility between some working and non- 
working patients becomes intense because the “workers” have full 
or partial privileges. One female patient recalled: 


Some are jealous because you work and have privileges and they don’t 
have privileges. They think they should have privileges and not work. 
But you couldn’t trust them to be alone. Some start a conversation and 
then get personal about you oF somebody else. There are nice girls here 
but you have to be careful of those cats. 

conflicts seem more prevalent among the 
these conflicts often arise because 
hing to do and have less status 


It’s very heavy during the day, 


I gave some chronic women p 


Though interpatient 
women than the men patients, 
the nonworking patients have not 
and fewer privileges than the workers. 
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'To avoid these quarrels, many patients tend to select their b 
panions and to avoid other patients who might create difficulties ir 
them with the attendants or with the doctors. Since many patients 
have occupied the same ward for years, and often had little to do, the 
need for some social distance among them at times becomes essen- 
tial. 

Agitated Patients. Agitated patients are a miscellany of types who 
reflect the hospital's definition of "disturbed." The majority are dis- 
turbed because of their aberrant condition; others are considered 
"disturbed" because they have violated hospital rules. "Agitated pa- 
tients" are confined to the ward continually, even for meals, and are 
segregated completely from other patients, 

Based upon the severity and persistence of their agitated condi- 
tion, as well as upon their communicative capacity, three types of 
agitated patients can be discerned: (1) the “isolates,” (2) the inter- 
mittently disturbed, and (3) the "situationally disturbed." From 
the modes of interaction among these types, distinct and common 
"cultural" patterns emerge. 


The "isolates" are incapable of sustained symbolic communica- 


tion, because of their persistently agitated, and/or deteriorated 
condition. Their modes of interaction are very simple. Some will 
become increasingly disturbed when others m 
will respond to simple requests, such as mo 


granting a light from a cigarette. These pa 
private worlds, 


following: 


The majority Were seated and were somehow eager for the attention of 
the visitors. They were disheveled, 


dressed in wide loose dresses. One 
elderly woman strutted out semi-nude 


tan s | c ; her arms folded as if in assertive de- 
fiance. A piercing shriek mingled with Cursing was heard from the far 


corner of the porch. A large Negro woman started à vigorous effort to 
disengage herself from the leather chain about her ankle. She shouted in 
violent rage and banged her hands on the bench, Her shouting caused 
waves of excitement to Sweep over the patients, some of them mumbled 


more quickly and more audibly to themselves. Others persisted in their 
impassive apathy. 
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When this shrieking subsided, a constant flow of verbal gibberish, of 
manneristic gestures, of childish smiling was apparent. There were no 
sustained conversations among the patients, but they did not molest each 
other. Each seemed aware and yet indifferent to her neighbors. Meaning- 
ful interchanges if they could be called such were limited to brief re- 


quests and responses. 

The “isolates” usually have divested themselves of their capacity 
for self-control, are unable to retrospect concerning themselves, and 
are usually unable to communicate.?5 

The intermittently agitated patients experience oriented as well 
as disturbed episodes. Their impending disturbances become per- 
sonal problems which they strive to resolve. For example, one manic- 
depressive patient'was coherent, efficient, and had some insight 
during her oriented periods. Her disturbances, during which she 
became impulsive, destructive, and scattered in her thinking, left her 
completely disoriented. When she improved, she regretted her ac- 
tivity but felt helpless to do anything except to retire to her room. 


She stated: 

I try my utmost to keep from getting depressed and upset. I wish some- 
one would help me. I know when these moods are coming on and I try to 
get out of the way. I stay in my room. I don't know what it could be. I 
believed the electric shocks would help me, but they didn't. Now I just 
stay here and know these moods will come over me. .. . I used to feel 
sorry for the patients and try to help them, but I came to the conclusion 
that I must concentrate on my own case if I want to get out. I worried too 
much before and now. I hope I can solve my problems and get down to 
earth. . . . I remember once on the ward, I got disturbed while I was 
eating. I threw my tray on the floor. It was forced on me. I couldn't help 
myself. I was sorry the minute after I did it. I don't trust myself. I don't 
have much to do with the others—just stay by myself and try to solve this 
mood. 

These patients generally accommodate themselves to the others 
by tending to withdraw from social participation during their dis- 
turbed episodes. The other patients, unwilling to become embroiled 
in a fight, let them work out their conflicts. For example, one para- 
noid schizophrenic, who assisted with the cooking on the ward, had 
periods of sullen moodiness when he would retire to a corner and 
cease mingling with the other patients. The patients who knew 
him were aware of these episodes and avoided him. One said: 


= The chronic and violently agitated are usually segregated from the other 


patients. 
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"When he's not around we know what to expect. He must be pes 
some corner sitting and brooding by himself. Best not to fool with 
i flies off the handle." 

we type compose the "situationally disturbed," who have 
been segregated into disturbed wards for defying or for disobeying 
some employee, for attempting to escape, for fighting, or for agai 
potentially homicidal tendencies. These persons are usually one 
ented, do interact symbolically, and do share common attitudes 
concerning the hospital and themselves. Like hopeful patients, they 
want to leave the hospital and want to leave the ward. Because of 
their ccnfinement and relative neglect, they tend to be more hostile 
to the hospital employees than are any other patient groups. This 
shared hostility constitutes their collective orientation to the hos- 
pital. The doctors, attendants, the hospital policy, and the inade- 
quate facilities are vigorously condemned. Some typical reactions 
are: 


I'm on this ward for three years and havi 


en't had a doctor as much as 
inquire and examine me. 


The doctors could be better. If you're here a short while it's all right. 


You may get some attention and get out. If you're here a long time, they 
take you for granted. That's how they are. 


I asked the doctor how long I was going to stay here and he said, as 
long as it was necessary. O.K. If that's the way they want it, if the state 


wants to feed me, keep me in tobacco and I have not to do a lick of work, 
that's all right with me. 


All attendants do is drive you. They should help you not drive you, but 
they do not know any better. 


agitated ward, at least the acutely 
agitated ward, seem to be common to the modes of interaction 


among the patients. These features include mutual “tolerance” 
combined with pervasive suspicion. 
Because of the prevalent idiosyncrasies among the patients, each 
patient has to tolerate the activities of the others in order to get 
along. The mannerisms, the responses to hallucinations, the pe 
culiar rituals usually are overlooked by other patients, unless these 
activities interfere with their own privacy and routines. This group 


| 
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tolerance necessarily allows each patient to express his eccentricities 
without upsetting the ward routine. 

On the other hand, the patients tend to suspect each other— 
more so than in other wards. Even "situationally disturbed" pa- 
tients feel that the others who are in the ward must have something 
wrong with them, else why would they be there. Except for the 
alcoholics, who often group together, each patient tends to be sus- 
picious and to disdain the other patients. 

Interaction and Conceptions of the Types of Patients. Social posi- 
tions of the patients are not fixed. A hopeful patient may relapse or 
become disturbed and may be removed to a chronic ward or to a 
disturbed ward. A chronic patient may improve, and a disturbed 
patient may become calm, and both may be shifted to a hopeful 
ward. "Though mobility exists among the patients, it is not wide- 
spread, and it does not change the generalized conceptions which 
the patients have of their social positions. 

Hopeful patients, because of their "going home" orientation and 
their contacts with persons outside the hospital, regard themselves 
as different from chronic and agitated patients. They consider their 
stay in the hospital as transient, and identify themselves with per- 
sons in the outer community. They regard the chronic patients as 
the real residents of the mental hospital and the agitated patients 
as the really "crazy ones." The writer tried to present a chronic 
patient to a hopeful patient; the latter appeared very disdainful of 
the chronic patient. She felt that anybody who was in the hospital 
more than two years was “off,” otherwise he would have left within 
that time. A hopeful patient, when asked about an agitated patient, 
remarked that the latter should be removed as quickly as possible 
from the ward because the others could be so easily disturbed. A 
hopeful patient who is about to be transferred to a chronic ward is 
aware that his hospital position is worsened and reacts accordingly. 
Hopeful patients generally tend to be less tolerant of aberrant be- 
havior than are chronic or agitated patients. 

The chronic patients, on the other hand, who have become re- 


and have more or less lost touch with the 


signed to the hospital : 
"never satis- 


outer community, consider the hopeful patients as 
fied,” and the ones who get “the breaks.” They tend to acknowledge 


that the hopeful patients are in a most favored sociak position. 
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Those who are resigned to the hospital seem to have different values 
and do not regard the outside community as a goal for which to 
strive. The other chronic patients who want to leave the hospital, 
on the other hand, strive to get into the hopeful wards, if at all 
accessible. On the other hand, they regard agitated patients as 
atypical, as nonconformists, or as trouble makers, and also as the 
really disordered persons of the hospital. 

Of the agitated patients, those with intermittent disturbances are 
preoccupied with their own problems and, as a rule, want to adjust 
to the hospital. They tend to acknowledge that the hopeful patients 
and the chronic patients are in a more favorable position. But the 
"situationally disturbed," who tend to be hostile to the hospital 
personnel and to the other patients, do not necessarily regard either 
the "hopeful" or "chronic" patients as "better" but rather as having 
been more favored by the hospital staff. Their aspirations, too, are 
either to be transferred to other wards or to leave the hospital. 

Patient Companionships. Among the positive features in the 
patients' experiences is cultivation of companionships. As long a$ 
patients are able to interact symbolically, it seems that they will 
seek companions. Hopeful patients and workers particularly had 
social cliques, and some were fast friends. Generally, these compan- 
lons were selected by background, occupation, age, and ethnic 
group, although patients may be attracted to each other by their 
similar idiosyncracies and by the conflicts inherent in their dis- 
orders. Patients often discussed their hallucinations, especially the 
different types of “wireless” or “X ray," by which the “voices” were 


transmitted. Rowland "learned that suicides clique together and 
they derive some pleasure from relating details about their attempts 
at death.” 26 


Some alcoholics who improve rapidly become companions OT 
clique together with the more ordered patients. These companions 
may work together and spend their leisure together. If they have 


her, or go to the store. Their 


For example, a business executive 


met a former employee in the 
state hospital. Before his admission iA 


he had scarcely noticed him. 
? Howard Rowland, "Friendship Patterns in th ital," 
Psychiatry, August, 1938, 1:3, p. 367. € State Mental Hospi 
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In the hospital they became friends, interested and loyal each to the 
other. Though both were psychotic at the time of their admission, 
their improvement was rapid. They even became identified as a 
“unity” in the hospital. Both improved at the same time, were 
presented to staff, and were conditionally released at the same 
time.?* 

These friendships or in-groups are in part based upon the 
patients' conditions and status in the hospital. That is, hopeful 
patients went together; chronic working patients associated with 
each other; and even agitated patients, despite their deficiencies in 
communicative capacity, somehow paired up. 

Relationships with the Outside Community. The patients’ rela- 
tionships with the outside community have these forms: (l) visits 
by family and friends in the hospital, (2) trial visits by the patients 
to their home, and (3) letters. 

Visitors. In every hospital designated hours are set aside for 
visits. These visits are an integral part of hospital living, especially 
for hopeful patients, who have usually retained their contacts with 
the family and friends. The long-time patients see the frequency of 
visits decline. Some become resigned to their loss of outside con- 
tacts; others never do. In a tabulation of ward visits, the hopeful 
and receiving wards had the most visits, the back wards the least. 
Recency of hospital admission tends to be a decisive factor. One 


patient evaluated these visits as follows: 

s are thrilled to have visitors. It takes their mind off the 
drabness of the hospital and off their own thoughts. It brings them closer 
to the world of which they so anxiously want to be a part. Pleasant con- 
versation with company brings an assurance to patients that they may be 
treated affectionately and warmly by their family and friends. 


An attendant remarked: 

The saddest cases seen in the hospital are those where it seems the 
family has forgotten the patient. No letters ever come and no visits. I 
remember a patient who on every visiting day would slick up in prepara- 
tion for some member of the family, but none ever came. This sort of 
thing can sometimes be heartbreaking to the patient. 
are sources of prestige, many patients eagerly antici- 
pe that the patients have not been 


l, relieve the hospital monotony, 


Many patient 


Since visits F 
pate them. These visits instill ho 
left and forgotten in the hospita 


? Ibid., pp. 363, 364. 
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and give the patients the feeling of still being wanted. Hence, most 
patients are affected favorably by these visits. l . 

Many patients, nonetheless, may have ambivalent attitudes to- 
ward their families. Resentful for having been committed by them, 
they need the family in order to be released from the hospital, as 
well as for the intrinsic pleasure of the visits themselves. Some char- 


acteristic latent reactions by the patients to the family are the fol- 
lowing: 


Assume that I was disturbed. What right have they to put me in here, 
when I can go and want to go to a private institution. Money is no object. 
I have all the money I can spend. But coming in here? Going through 
courts? Being probated? For what? I could have gone away for awhile, but 
they sent me in here. I try to talk to my wife when she comes, but her 


mother has control over her. I have to be careful what I say. I can antag- 
onize her. And then where would I be? 


Many women patients are angry w. 
husbands brought them here. 
with the person w 
know of. 


ith their husbands because their 
Almost everyone who's here is disturbed 
ho brought them here. R. A. is the only exception, I 


Despite their resentments, the 
tors and try to get alon 
other patients or even t 


patients favorably anticipate visi- 
g with the family. They may try to impress 
he staff, and usually they enjoy the visits: 

I mean to talk to my famil 
so glad to see them, the 
with them and I don' 


y about taking me out, but I never do. I am 
y might not come any more. They bring my nephew 
t like to discuss these things in front of him. My 
gh and I don't want to worry him any more than I 
ant to go out. Yes. But I want to see my family too. 

Some patients, however, may be more overtly hostile. These 


patients become disturbed by the visitors, and this may result in 
conflict or in a refusal to see them. 


have to. I w 


shut up and to mind 
at me, I shudder when I stand close to 
me cry and curse him. I want to see MY 
ther never comes here. 

Keep my wife away. She Nags, teases and 
her. I said to my brother, “Tell that w 


his own business. He gets so mad 
him. When he leaves, he makes 
mother, but I truly hope my bro: 


gets me angry, I want to swat 
oman not to come here.” 


the conflicts in the family constellation, of which the 
patient is a part, do not cease with the patient’s removal to the 
hospital. These conflicts, in large part 


Generally, 


» remain latent. In a few 
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cases the relatives may try to take advantage of the patient if he has 
money. In other instances the family may be ashamed of the patient 
and may hesitate to release him. For example, a catatonic schizo- 
phrenic was committed by his brother, who was his only close 
relative. The patient responded well to electroshock and insulin 
therapy and became oriented and communicative. During one visit 
the patient asked his brother when he would be released. The 
brother replied as soon as the doctor permitted it, implying that he 
was willing to have him released. During one of the doctor's rounds, 
the patient asked the doctor about his release. The doctor inferred 
as soon as his family was ready to take him. This created such an 
intense conflict in the patient that he relapsed completely, became 
violent, and refused to eat, even having to be force fed. = 

Despite these hopes for release, patients usually look forward to 
visits by the family because they find it such a welcome relief from 
their hospital routine. 

The Trial Visit. Before release, hopeful patients are given tem- 
porary furloughs for periods of varying lengths—ranging from a few 
hours to a few weeks. This practice enables the patient to receive 
experience in the outside community and to become reaccustomed 
to it. It is an indication to the patient and to the family of their 
capacity to readjust to each other. There is no set reaction that can 
be expected from the patient as a result of this temporary departure. 
Since patients want to leave the hos ED : 
away from the hospital is enough to create anticipation of leaving 
permanently. The extent to which the trial visit is beneficial to the 
patient depends upon his experiences in the family and in the com- 
munity, particularly upon the attitudes of the family and of persons 
in the community toward him. . i 

Some patients find their experiences with the family very favor- 
able and become eager to leave. They feel that the trial visit gives 
them the confidence to want to return home. In these situations the 
relationships with the family are usually positive, and the family 
tries to help the patient readjust. * . 

In other instances the trial visit merely re-creates the conflict 
situation which the patient experienced previously. Asa result, the 
patient returns to the hospital in a wowe condition. The inference 
often is that the patient is not ready for further trial visits. 

In still other instances patients may improve during a week-end 


pital, the mere episode of being 
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stay at home but may relapse after a longer period; that is, the 
family and the patient, in the interaction process, are able to abate 
their reciprocal hostility for a short period but are unable to with- 
hold their hostility for a long period. 

Letters. Letters are other mediums by which patients can com- 
municate with those outside the hospital. This means of communi- 
cation is less prevalent and less satisfying than visits. In one state 
hospital, of 161 visitors questioned at random, 16.7 per cent received . 
letters from patients, and of 159 of the same visitors 18.2 per cent 
sent letters to patients. This indicates that the sending and the re- 
ceiving of letters are about the same but that less than 1 out of 5 
patients who are visited in the hospital have correspondence. 

Since the visitors were concentrated among those patients who 
had been in the hospital less than five years, as a group they received 
the most letters. But, it is interesting to note that, of the relatives 
who visited the patients institutionalized between five and ten years, 
a greater proportion sent letters. Of the patients who had been in- 
mates ten years or longer, few received or sent mail. In this latter 
group, many were unable to write coherently and many of their 
relatives and friends were dispersed, had died, or had forgotten 
them. In brief, the longer the patients remain in the hospital, es- 
pecially after five years, the greater is their tendency to become 
isolated from the outside world. 

The “Forgotten Patient.” The forgotten patient is the one who 
either has no relatives or friends or has been forgotten by his 
family. These persons have no visitors and expect none. Moreover, 
some are ready to leave the hospital, but because they have no 
family member to be their custodian, they linger in the hospital 
despite their improved condition which, under other 
would enable them to be released. In every hospital s 
patients can be found. A survey in one hospital re 
patients; they were ready to leave but were 
they had no relatives or friends, 


circumstances, 
ome forgotten 
vealed 20 such 
not discharged because 


Summary 

Persons committed to the state mental hos 
of certain rights, have respite from the confl 
ations in the outer community. Patients ten 
“insanity” and to refer to their condition b 


pital, although deprived 
ict and competitive situ- 
d to soften the stigma of 
y more acceptable terms. 
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They find it most expedient to conform to their hospital roles be- 
cause those who defy or disobey authorities can be labeled “dis- 
turbed” and penalized by being placed in a “strong ward” or “back 
ward” or put into restraint. 

One phase of conformity is expressed in the patients’ relationships ` 
with the hospital employees, particularly with the doctors and the 
attendants. Doctor-patient relationships are partially therapeutic 
for hopeful patients and custodial for chronic patients. Attendant- 
patient relations are mainly custodial rather than therapeutic. 

The patient milieu can be structured into distinct “classes,” in- 
cluding hopeful, chronic, and agitated types. These patients tend 
to have different perspectives toward the hospital, toward them- 
selves, and toward each other, because of their hospital positions, 
length of stay, and personal conditions. 

Hopeful patients are primarily concerned with going home, and 
with the outside community. This competitive desire to leave moti- 
vates them to improve so as to get released. "Kept in the dark" 
about physical therapies as electric shock and insulin, they magnify 
their fears to each other and approach this physical therapy with a 
negative attitude. y 

Many chronic patients also want to leave the hospital, but their 
long stay in the hospital reduces their contacts with persons outside 
the hospital. Gradually, they become reoriented to the hospital and 
find it necessary to concentrate their interests upon the hospital per- 
sonnel, the routine, and the other patients. The long-time patients 
who have despaired of readjusting in the outside community ex- 
emplify the attitudes of the chronic patients. Agitated patients can 
be categorized by the severity and persistence of their disturbance. 
The majority lack a sustained communicative capacity but can in- 
teract and influence each other in very elemental fashion. Those 
intermittently agitated, who are fairly well oriented, regard their 
. disturbed episodes as personal problems which they try to resolve 
or overcome. The “situationally agitated” want to leave the hos- 
pital, as do the others, and strive to be transferred from the ward. 
This latter group can communicate symbolically and seem to be 5 
most vigorously antiadministration of all the patients. Because Oo 
the prevalence of idiosyncracies among these patients, greater 
mutual “tolerance” is manifested than in the other Mic more 
reciprocal suspicion is also evident than in the other wards. 
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The indigenous positive facets of patient relations are the ac- 
quired friendships among the patients and contacts with the out- 
side community. 

Contacts with persons outside the hospital are of three types: (1) 
“visits from family and friends, (2) trial visits, and (3) letters. 'These 
contacts usually affect the patients favorably, although instances of 
conflict are evident. Recency of admission is the most decisive factor 


in the frequency of visits when computed by 


ward averages of length 
of stay. 
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PART V 


Rehabilitation and. Prevention 


CHAPTER EIGHTEEN 


The Patient and the Community 


A mental hospital patient may return to the community by one 
of three general ways. First, he may be entrusted to family care out- 
side the hospital but remain under hospital supervision. Second, he 
may be conditionally discharged for a specified period. During this 
period he would have to report periodically to the hospital or to a 
designated clinic until discharged outright. Third, he may be dis- 
charged outright from hospital supervision. 


The Family-care System 


Family care is a minor form of patient treatment and custody in 
the United States. It contrasts with “closed institutional care" such 
as is practiced in hospitals or sanataria. The family-care system may 
consist of the colony system or the district system. Some European 
countries, such as Belgium, practice the colony system in contrast to 
the United States where the district system only is practiced. In the 
colony system a designated town or hamlet is devoted mainly to the 
care of the insane. In the district system the patients are entrusted to 
the custody of families who are within easy access of the hospital. 
To differentiate between the two systems, first the colony of Gheel, 
Belgium, then the district system in the United States will be dis- 
cussed. 

Cheel: “The Town of Lunatics.” Gheel, the small, quiet town 
situated near the Albert Canal in Belgium, has been called the 
“town of lunatics” by derisive outsiders. In Gheel, patients gener- 
ut their affairs unmolested and often unsupervised. In 


ally go abo 
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this community the form of care of disordered persons is embedded 
in the traditions of the city that are lost in legend. 

In 1989 there were about 3,750 patients out of an approximate 
total of 20,000 inhabitants in the community. Before World War 
II, about every fifth inhabitant was a patient. During the war, and 
after, the number declined, and during 1944 there were approxi- 
mately 2,600 patients. At present the number fluctuates around 
2,500 patients. . . . 

Patients are assigned to families according to their financial 
means and according to the severity of their disorders. Well-to-do 
patients live with wealthy families, and patients financed by the 
state are placed with families of lesser means. Each patient is re- 
quired to have his own room, and not more than two patients can 
be placed with one family. 

The two-hundred-bed hospital, which is located in the center of 
the town, is the chief institution of the town. Alth 
are seemingly free to come and go, a certain amount of supervision 
exists, especially for agitated patients who are often forbidden free- 
dom. A certain social structure also is evident. The townspeople 
who care for the patients are, roughly, in the upper stratum, and 
the patients are in the lower stratum. This division is further sub- 
divided into socioeconomic Strata, as has been indicated. 

The modes of care are rooted in religion, which means ostensibly 
that the patients are treated kindly and humanely. This type of 
care, however, does not have the explicit rational techniques of 
“milieu therapy.” Yet the patients are helped by being accepted into 
the community and are away from their former conflict situations; 


these new relationships may serve to revise their orientation to them- 
selves and to others. 


Family Care in the United States. 
trict system of f. 


ough patients 


In the United States the dis- 


amily care is practiced, but Table 19 shows that this 
system ‘is a very minor form of patient care.? 


1See Hester B. Crutcher, Family Home 
Commonwealth Fund, 1944). 


* Patients in family care have been defined as follows: "Patients not recovered 
sufficiently to be paroled or discharged, who have been placed in private families 
other than their own with remuneration to the family by the hospital." Patients 


in Mental Institutions, 1944, p. 6 (Washington, D.C.: Bureau of the Census, U.S. 
Department of Commerce, 1947). 


Care for Mental Patients (New York: 
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TABLE 19 
STATES WITH PATIENTS IN FAMILY CARE, 1946* 


Number of Patients P ios C oM 

State Total Male Female in Hospital 
New York 1,059 393 666 1.3 
Illinois 260 123 137 0.8 
Massachusetts 236 37 199 , 1.0 
Maryland 226 92 134 33 
Rhode Island 220 96 124 Tå 
Michigan 163 74 89 0.9 
Iowa 1 0 1 


* Data taken from Patients in Mental Institutions, 1946, p. 56 (Washington, D.C.: 
Bureau of the Census, U.S. Department of Commerce, 1948). Patients in other 
types of extramural care were excluded. 


Family care has been advocated for several reasons: (1) It pro- 
vides room in the hospital for those who need specialized treatment 
and/or require segregation. (2) It costs less than hospital care. (3) 
It helps many patients make a satisfactory and relatively permanent 
adjustment outside the hospital. 

Two general types of patients are considered for family care. 
These are (1) the mild and chronic patients who may need custody 
but do not require the intensive supervision of the closed institu- 
tion, and (2) the mild and hopeful patients whose improvement 


may be facilitated by their staying with a family other than their 


own. In the first type the chief aim is custodial. In the second type 


the chief aim is therapeutic. : 

Families are evaluated by and selected for (1) their facility in 
coping with the patient, (2) the location of their home, (3) their 
personality composition, (4) the number of patients they could ac- 
commodate, and (5) their financial incentives in keeping patients. 


Clearly, these criteria are not always satisfied. 

Appraisal of Family Care. In the first place, family care is a very 
minor form of patient care in the United States, including New 
York State, where it is most prevalent. Second, this form of patient 
V. R. Barritt, Study of Family 
k: Temporary Commission on $ 


Care in the New York 
8See N. D. Black and I 
State Hospitals (New Yor! tate Hospital Problems, 


1943, mimeographed). 
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care has been opposed by some psychiatrists and by others in state 
mental hospitals. Third, there are not enough competent social 
workers to supervise this program adequately. In fact, not many 
psychiatric social workers are trained for these particular types of 
skills Fourth, there is not enough systematized knowledge about 
patient placement in families to know definitely how preferable it 
is to hospital custody. That it is often preferable to the patient's 
own family when conflict exists has been brought out by studies of 
individual cases. Fifth, family care has been used frequently to re- 
duce hospital overcrowding rather than as an independent means 
of patient care or treatment. Sixth, the penny-wise attitudes of ad- 
ministrators often defeat the potential therapeutic and custodial 


value of such a program by allotting funds for only the minimum 
essentials of the patients’ custody.5 


The Hospital Patient Returns to the Community 


Patients who are discharged, whether conditionally or outright, 
differ from patients entrusted to family care. The discharged pa- 
tients usually are considered ready for community participation 
and for civilian life. 

When patients are conditionally discharged or 
are still under state supervision and sometimes do 


civil rights restored. In this status they cannot vote 
property, or even le 


"paroled," they 
not have their 
, care for their 
ave the state without permission from a desig- 
nated authority. The patients who have been discharged outright 
have had their civil rights restored and have severed their ties com- 
pletely with the hospital. 

But many patients who leave the hospital have paradoxical ex- 
periences. They are pleased to be out in the com 
but are apprehensive about their social 
justment. Some realize the stigma dir 
tients” and try to conceal their hospital stay from their associates 
and others. Some experience the very 


situations which contributed 
to their conflicts and original breakdown; others are more fortunate 
and meet understanding and sympathy. In consequence, their suc- 


cess or failure in adjusting to the community is contingent not only 


4 Ibid. 


?See Edward L. Koos, Families in Trouble (New York: King’s Crown Press, 
1946). 


munity once more 
acceptance and general read- 
ected to former “mental pa- 
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upon their personal condition but also upon the attitudes of the 
groups in which they participate. 

The young lady in the following case, who had been diagnosed 
as "schizophrenia—unclassified," had been discharged outright from 
a state hospital as "recovered." In her efforts to resume her place in 
the community, she somehow felt left out of the "swing of things." 
Her fear of being "found out" was aggravated by her family's furtive 
attitudes to her hospital experiences. She felt lonely and isolated, 
and yearned for someone in whom to confide. 


What a beautiful world it was when my family took me home from the 
hospital. I'd been locked up since January and now it was July. I wanted 
to do everything—even ride street cars, just to show myself I was free. But 
then I felt as if I didn’t know how to act in the outside world and that 
made me anxious. What would I tell my friends and acquaintances? I de- 
cided with my dad that I had been visiting my sister in the South. 

My dad worked terribly hard to keep my stay in the hospital a secret. 
He didn’t want my sisters even to know about me. And he told my friends 
that I had been visiting down South with my sister for an indefinite time 
because I liked it there. When I got out, I felt that I was somehow out of 
touch with people and I was very lonely. My parents wanted me to stay 
home so I wouldn’t get excited very easily. But I wanted to do things. 
After a few weeks at home, I got bored and tired of being restrained at 
and I wanted more freedom. I was more elated than I had been 
vent to the hospital and my family interpreted that as a sign I 
fy father went to a psychiatrist to inquire about 
ld go through a poor judgment period before 
I would level off. That helped a lot. I didn't like psychiatrists who were 
so mysterious with my parents that they wouldn't explain a thing to them. 

My biggest problem was getting back in the swing of society. I didn't 
know anyone at first. I felt I'd be discriminated against, if it were known 
where I had been. I felt inferior because everyone was doing something, 
and I was a useless parasite at home. Then I felt that people were watch- 
ing me, and it was not my imagination. My mother and dad used to close 
the door on the sun porch and I just knew from the way they looked at 
me that they were discussing me, and that hurt me a lot. I became more 
lonely and when Isaw anyone I knew, I began to talk and kept talking 
until I drove him away. I guess I did that because I was so lonely and by 


myself all the time. 

After a couple of : 
and get me back in the swin; 
contend with, was explaining to 


home, 
before I y 
was going batty again. M 
mce, and he said that I wou 


months, I joined the church again to help me socially 
g of things. One of the biggest things I had to 
people I met why I was not working. 
Everybody was doing something and I had to stay home and do nothing. 
I started looking for a college to 80 to. I didn’t know that colleges were so 
crowded. I finally got into a college and took two courses the first semester, 
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and the next semester decided qm full pu Then I was asked 
why only two courses i idn't work. 
By -*- hap des been my attitude. I have stopped blaming myself 
for everything that went wrong. Thank God, I don't feel that I have to get 
married as the only alternative right away. The thing that kept haunting 
me was that people might find out that I had been in the mental hospital, 
and then to feel the shame as if I had deceived them. I get too much ad- 
vice from my family and my dad brings up the fact that I had been in a 
hospital once and might have a breakdown again. That hurts me very 
much, and makes me feel that I have a past, which I can never really live 
down and then I get very depressed. I have learned too that I cannot tell 
my family many things about the way I feel because they wouldn't under- 
stand and just worry about me. 
Around the corner, there was a lady 
she was so understanding to me. Her 
hospitals, and she knew 


whom I met through a friend and 
husband was in one of the state 
all the difficulties one had to experience after 
being out. She was so very understanding to me, especially when I was at 


sword's points with my family that I'd see her almost every day and talk 
to her for hours. I felt better just from talking to her and I would tell her 
many things about myself that I would not tell my family. 

This patient, like so many others, 
of groups and had to get a new co 
Perhaps she was more fortunate th 
employment soon after discharge, 
counter hostility or misunderstan 
other hand, she may not have bee 
Still, most patients w 


had to reintegrate into a variety 
nception of her role in society. 
an some patients who must seek 
or than other patients who en- 
ding from the family. On the 
n as confident as other patients. 
ho leave the hospital are uncertain about the 
ly and the community and experience doubts 


1 reception. In any case, the posthospital ad- 
justment of former patients is almost continuous with their hospital 


stay and has a significant effect on their personal conditions. 
In this section, we will present the following f. 
adjustment: (1) discharges and conditions of 
(2) the ex-patients and the commun 
family, (4) the ex-patients and indu 
out of and patients who go back i 
grams for ex-patients’ adjustment. 
Patients Discharged from Mental 
tients who leave mental hospitals in 
creates problems for the patients an 
151,165 patients left mental hospital: 


about their eventua 


acets of posthospital 
discharged patients, 
ity, (8) the ex-patient and the 
stry, (5) the patients who stay 
nto the hospital, and (6) pro- 


Hospitals. The number of pa- 
creases yearly. Their discharge 
d for the community. In 1946, 
s. This number is an increase of 
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about 25,000 persons over the previous year, as can be seen from 
Table 20. 


TABLE 20 


PATIENTS DISCHARGED FROM MENTAL HOSPITALS FOR PERMANENT CARE 
IN THE UNITED STATES, 1934 To 1946* 


Rate per 
County Patient under 
and Treatment 
Year State Veteran City Private "Total Total State 


1946 66,098 40,317 1,767 42,983 151,165 207.6 119.5 
1945 61,902 26,485 1,842 36041 , 126,270 153.2 1147 
1944 63,836 20,428 1,682 28,362 114,308 171.0 1182 
1943 67,377 11451 1744 27,523 108,095 165.0 125.1 
1942 64,696 8,970 2,048 27,0018 — 102,732 160.4 — 121.6 
1941 61,898 8,658 4,08 22,428 97,892 156.1 120.8 
1940 58,596 8,646 4,303 21916 93,461 152.9 116.9 
1939 57,606 8,54 4,117 21,786 91,863 152.9 1178 
1938 56,756 7480 4863 21810 90,909 1554 120.2 
1937 52,377 6102 5,114 23,856 87,449 153.2 1141 
1936 48,420 5.440 5,059 22,291 81,210 147.4 1089 
1935 46,090 3.426 7,65 20,726 71,707 146.9 — 107.5 
1934 45,867 3.055 7.202 19,099 75,423 1471 — 1104 


* Patients in. Mental Institutions, 1946, p. 13 (Washington, D.C.: Bureau of the 
Census, U.S. Department of Commerce, 1948); Patients in Mental Institutions, 1943, 
p. 14 (Washington, D.C.: Bureau of the Census, U.S. Department of Commerce, 
1946). j 

1 ios under treatment" includes resident patients at the end of the year, 
all discharges during the year, and deaths in the hospital during the year. 


Condition on Discharge. But discharged patients are not all in a 
similar condition. Some patients have recovered and others have 
improved, and still others are unimproved.® From Table 21 we can 

" 

ained normal mental health or in which the 
“mental condition” is the same as that experienced before the onset of the dis- 
order. "Improved" refers to "any degree of mental gain short of recovery. 
"Unimproved" refers to “no mental gain." Patients in Mental Institutions, 1944, 
p. 24 (Washington, D.C.: Bureau of the Census, US. Department of ui 
1947). It appears, however. that the categories of recovered and "improve 

have different meanings for different hospital clinicians. These disparate ved 
ings obviously affect the rates of the different categories: For example, in En. 
sas, out of 1,286 discharged patients, only 3 were regarded as AD Ns 
Washington State, out of 1,244 discharged patients, 663 patients n yen 
as "recovered." Even considering that Arkansas had 544 nonpsychotic patients 


*«Recovered" is defined as regi 
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see that 45.1 per cent of the manic depressives and only 18.6 per cent 
of the schizophrenics were discharged as recovered, and of the 
neurotics, whose condition is considered less severe than manic 
depressives, only 28.6 per cent were discharged as recovered. 


TABLE 21 
CONDITION OF PATIENTS DISCHARGED FROM PUBLIC MENTAL HOSPITALS FOR 
Ms * 
PERMANENT CARE IN THE UNITED STATES, BY TYPE OF DISORDER, 1946 


"Total Discharged Per Cent of Total 
Type of Per Re- Im- Unim- — Unclas- 
Disorder Number Cent covered proved proved sified 
All psychoses 55,596 700.0 28.8 58.3 77.3 7.6 
Male 26,730 100.0 27.4 57.1 13.6 1.9 
Female 28,866 100.0 30.0 59.4 9.1 1.5 
Neuroses 3.517 700.0 28.6 58.3 7.9 5.2 
Male 1,346 100.0 27.9 57.3 9.2 5.6 
Female 2471 100.0 29.0 59.0 74 4.9 
Schizophrenia ^ 76,906 700.0 18.6 66.0 14.2 1.2 
Male 8,226 100.0 16.0 ` 644 18.7 1.2 
Female 8,680 100.0 21.2 67.8 10.0 1.0 
Manic depres- 
sion 11,074 700.0 45.1 48.7 5.0 7.2 
Male 3,873 100.0 45.1 48.1 5.5 1.3 
Female 7,201 100.0 45.0 49.1 4.8 L1 


* Patients in Mental Institutions, 1946, P. 24 (Washington, D.C.: Bureau of the 
Census, U.S. Department of Commerce, 1948). 


The extent to which these ex-patients can readjust on the outside 
depends upon their condition at discharge and upon their rela- 
tionships with the varied social groups in which they participate. 

Except for the manic-depressive psychoses, higher proportions of 
females than males leave the state mental hospitals in a recovered 
condition. For example, in 1946, 21.9 per cent of the female schizo- 
phrenics and only 16.0 per cent of the male Schizophrenics were 
discharged as recovered. 


The Ex-patient and the Community, In the late 1980's an ex- 


and Washington had 96 nonpsychotic patients who do not go into the “recovered” 
column, we still find that the discrepancy Seems too great. Unless the two states 
had totally different modes of therapy, which seems unlikely, the disparity very 
likely resulted from different definitions of "recovered." Patients in Mental 
Institutions, 1946, pp. 116-118 (Washington, D.C.: Bureau of the Census, U.S. 
Department of Commerce, 1948). 
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patient who was interviewed over the radio summarized her experi- 
ences in this sentence. "I have recovered my mental health, but the 
community does not consider me recovered." Some patients are 
in this predicament, but others are not; some patients who have 
improved are nct accepted as such by the community, but others 
are partially or completely accepted. Yet, many patients hide their 
past commitment because they have discovered that an honest 
declaration of their illness can lead to social ostracism. 

Stereotypes of Ex-patients. The stigma foisted upon some ex- 
patients by the community results from the fixed adverse ideas 
which so many people have of mental patients. Among many seg- 
ments of the population, one stereotyped image of the ex-patient is, 
“once insane, always insane." This notion, in part, has been derived 
from Kraepelin and has been applied mainly to schizophrenic pa- 
tients. Some psychiatrists maintain:, “Once schizophrenic, always 
schizophrenic.” * The recurrence of a disorder among ex-patients 
who were schizophrenic is considered a relapse. The improvement 
or recovery is a tentative condition which holds the disorder in 
abeyance. For Kraepelin, by his very definition of schizophrenia, i.e., 
dementia praecox, gave it a poor prognosis, or chance for recovery. 
But many schizophrenics as well as manic depressives improve and 
recover and sustain their improvement for long periods, even indefi- 
nitely. Of course, many psychotics do not recover or improve, and 
some improve for short periods and then experience a recurrence. 
But the attitudes of the persons around the ex-patients affect and 
contribute to their prospective condition. 

Another view of the ex-patients is that they are, at best, irresponsi- 
ble and, at worst, prone to violence. The conventional public who 
are relatively ignorant of disordered persons do not realize that, as 
a rule, disordered persons are passive and quiet. Certainly some 
psychotics are agitated and some are violent. and dangerous before 
and during commitment, but these are the minority. Such character- 
istic headlines as the following, affect the public: "Seamstress kills 


7G. Lawson Lowrey, Psychiatry for Social Workers, p. 194 (New York: Colum- 

ia iversity Press, 1946). d 4 " 
ic Gen Tous out at the attitudes toward the improvement and “relapse 
WS E he manner in which pulmonary tuber- 


i i imi to t 
schizophrenic patients are similar 
Mesi RA forty years ago. See Norman Cameron, The Psychology of 


Behavior Disorders, P- 459 (Boston: Houghton Mifflin Company, 1947). See Chap. 


Sixteen. 
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husband over ‘my troubles. " "He had a queer smile—crazed Hus 
band kills four." “Deranged mother kills seven with brother's axe. 
“Dad lets killer 16 go to asylum." ? “Girl 16 sent to insane asylum 
for slaying tailor." Sometimes anyone who commits a heinous ame 
is considered disordered, and the disorder is considered responsible 
for the crime. If discreet publicity were given to the many ex- 
patients who recover and readjust to the community, these pre- 
conceptions could, in part, be dispelled. In a competitive society the 
practice of discouraging a person by considering him “irresponsible 
is not infrequent. When directed against a person who is known to 
have been in a mental hospital, the former patient can become very 
discouraged. 

Some maintain that the legal procedure and court routine by 
which disordered persons are committed to mental hospitals create 
the impression that insane persons are punished for some wrong- 
doing rather than treated for some incapacitating disorder. On the 
other hand, the court procedure, as we have pointed out, is a means 
of preventing the patient from being “railroaded” into the hos- 
pital. However, this procedure does not r 
usually does not harm the patient. 

A Study of Stereotypes. All se: 
ex-patients in the same w. 


eceive much publicity and 


gments of our society do not judge 
ay. Their reactions differ perhaps by type 
of education, by experience with disordered persons, perhaps by 
ethnic group and by experience generally. The impact of World 
War II has had an educative influence upon the conventional pub- 
lic. Many potential inductees were rejected for psychiatric reasons, 
and many soldiers were discharged for personality disorders, espe- 


cially neuroses and psychosomatic ailments. This has brought the 
problem closer to home in ma 


ny instances and has shown that dis- 
ordered persons are “human” after all. Since the war, an extensive 


» and others h 
efforts to re-educate the public about personal disorders. The facts 
that many people who visit psychiatrists at the present time were so 

* Albert Deutch, “Testimony,” National Neuropsychiatric Institute Act: S. 1160, 
March, 6, 7, 8, pp. 106, 107 (Washington, D.C.: US, Government Printing Office, 
1946). ° 
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reluctant to do so before and that many more people commit rela- 
tives to mental hospitals or even enter as voluntary patients are 
indications of these changed attitudes. 

To ascertain somewhat more precisely what one segment of our 
society thinks about ex-patients, a study was made of the opinions 
of 506 students in a coeducational college located in Chicago. These 
verbalized opinions are indices as to how these subjects would ac- 
tually behave in a specific situation concerning disordered persons. 
As we have pointed out, the pervasive stereotype of "once insane, 
always insane" is the scourge of ex-patients. The first question was, 
"Do you believe the statement ‘once insane, always insane’ is true 
or false?" To this question, 87.7 per cent of the group replied, 
"false," 3.8 per cent said, “true,” and 8.5 per cent were “undecided.” 
Among this particular group, it would appear that this particular 
stereotype is in the process of weakening. 

As we have shown in Chapter Two, the probability of schizo- 
phrenic persons coming from families in which other members have 
psychoses is about twenty times that of the normal population. De- 
spite this probability, we have indicated that this does not mean 
indisputably that the psychoses are hereditary but that the predis- 
der may be hereditary. Consequently, the specific 
der are socially induced rather than 
asked, “If one or both parents were 
the children to have mental illness 
in their ‘blood’?” To this question, 24.9 per cent said, “yes,” 56.9 per 
' and 18.2 per cent were “undecided.” In this group 
out of 4 did not believe that mental illness 


position to a disor 
influences leading to the disor 
biologically transmitted. It was 
mentally ill, would you expect 


cent said “no, 
: 2 
it appears that about 5 
was hereditary. : , 

*Would you continue to associate 


The next question asked was: 
with a friend of the same sex, if you had discovered that he or she 


had been committed to a mental institution?" To this 77 per cent 
replied that they would, 10 per cent indicated that they would not, 
and 13 per cent were undecided. When these opinions were com- 

r cent and 74.3 per cent of the 


ia] groups, 83.9 pe i 
e ee respectively, claimed that it would not affect 


iendship. ' - 
uc m" asked, "Would you hire or recommend the hiring 
pet. had been released from a mental institu- 


lified person who from. 
Md P eei of the subjects answered, "yes, 8.3 per cent said 
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the tolerance of their friends and neighbors are able to admit and 
even to discuss their former breakdown. For example, during his dis- 
ordered state Beers thought he had disgraced his family. When his 
brother came to bring him home, he refused with all his feeble 
strength, thinking "that a man who had disgraced his family should 
again enter his old home and expect his relatives to treat him as 
though nothing had changed, was a thought against which my 
whole nature rebelled.” 12 When he recovered he became confident 
and certain in purpose and he was completely unabashed to discuss 
his breakdown with his friends, even referring to the experience 
himself. By his persuasive ability, Beers was able to convert others 
to his own reassuring viewpoint. Of course, many ex-patients do not 
have this facility, but in this experience Beers points out in some 
measure what the self-confidence of ex-patients can accomplish. In- 
deed, many ex-patients are hindered in their adjustment because of 
lack of confidence. 

The Family. The modes of family relationships in which ex- 
patients participate can be decisive in making or breaking them. 
First, family members are usually their guardians and have the 
power to send them back to the hospital. Second, the family can 
more readily supervise and reach the ex-patients than can any other 
social unit. By this social intimacy the family can hurt or emotion- 
ally support the returned patients. In considering the configurations 
of family relationships, we must account for the irrational expres- 
sions as well as for the deliberate responses. Unwitting reactions 
toward the former patients are sometimes more important than 


conscious attitudes. The family may be unaware of attitudes which 
come out inadvertently, 


Their affected kindness and ration 


alizations frequently are dis- 
trusted and resented by ex-p 


atients. All family members obviously 
do not react to the patients in the same way, and they, in turn, do 


not respond to the others with identical favor or disfavor. Conflicts 
among the family members and sudden crises which are beyond 
family control, as the loss of a job by a breadwinner or the sudden 
death of a family member, can affect ex-patients adversely. 

The New York Temporary Commission on State Hospital Prob- 
lems found that the more important factors which, in combination, 


" Clifford W. Beers, 4 Mind That Found Itself, p. 27 (N 


tw York: Doubleday 
& Company, Inc., 1924). 
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contributed to the recurrence of disorders among patients were (1) 
conflicts between the parents, (2) sibling rivalry, (3) financial ten- 
sions, (4) excessive demands upon the patient, and (5) critical 
experiences." 

Some families expected too much from the ex-patients. They de- 
manded standards of personal behavior which the patients could 
not meet, or they insisted upon their contribution to the family’s 
economic support. These families could avenge the ex-patients in 
gross or in subtle ways. Since ex-patients were in the custody of the 
family, they had to endure their adverse judgments or be returned 


to the hospital. 
Some families do not understand many of the ex-patients’ reac- 


tions. They want ex-patients to respond rationally to them. When 
they do not, the family members become irritated, impatient, and 


hostile. 
In the following instance this ex-patient had been discharged 


from the hospital and had returned home with his mother. His 
mother had remarried and lived in Wisconsin. The patient, who 
was entrusted to her care, resented his stepfather's abuse and 
escaped to Chicago. The following scene, which is typical of a 
family’s attempts to control the ex-patient, was observed and de- 
scribed by a close friend of the family. 

The patient was lying across the bed when his brother and I came into 
the bedroom. Both of us spoke to him for a few minutes. But when he did 


not reply, we spoke to each other. We spoke of James’ (the brother) school- 
work. James mentioned that the patient had helped him a few nights ago 
with his schoolwork. When this was mentioned William (the patient) sat 
up on the edge of the bed away from me, as though I frightened him. 
James then mentioned a few incidents to help William recall who I was. 
As the patient slowly recollected and began to identify me as a friend, his 
bewildered expression changed and he smiled faintly at his brother. He 
extended his hand to me and slowly greeted me. We then talked about à 
home-built bookcase which was in the room and about some of the 
books in the bookcase. During the conversation William appeared quite 
rational, spoke with well-chosen words, and with some deliberation. In the 
process of conversing, he rose from the bed, excused himself, then turned 


his back to me and tucked his shirt into his trousers. Not quite certain yet 
as to who I was, he asked me again as to whether I was a social worker. 
ld friend, he appeared more satisfied, 


When I assured him that I was an o. 4 
but remained slightly on guard and had a faintly bewildered expression. 


13New York Temporary Commission on State Hospital Problems, Insulin 
Shock Therapy, p. 35 (Utica, New York: State Hospitals Press, 1942). 
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When I told him that he looked well, he replied that he had not been 
feeling well for some time, but that he was better now and that he would 
have to get some new clothes because the clothes he wore were much too 
large for him. He said that had he known company was coming he would 
have shaved and combed his hair. As he said this, he brushed his hair with 
his hands. When he mentioned that he had lost weight, I suggested that 
he could go to a doctor who might help him put on a little weight. Though 
the patient assented that this was a good idea, he said that he couldn't go, 
that he “just couldn't go.” 

As we talked about Wisconsin and other matters to get his mind off 
himself, his sister came in with a bottle of wine and two glasses. She said 
to me, “Give him some of this wine, get him drunk, and maybe he'll go 


roached the patient, who was lying 
ce some of the wine into his mouth. 
ed her efforts in a passive but firm 


d and threatened him: “Back to the 
crazy house for you. Back to the crazy house 


began lamenting in a loud voice: "Poor William. Poor William." When 
she reached for his hand, he quick] 


the ceiling in a passive and remote look. 
The mother, who 


"crazy house," the 
at the hospital. (This has not been 


was quite angry, because 
with William. He then stood William u 1 i ; Hi 
straightened his clothes, He brother the cy agalnse the wall 


» the patient, that he had 
called the doctor and we were all to go that evening. Rilkea n William 
objected, he reluctantly con hat he etd drive. 
He was about to leave the hen several policemen ap- 
peared at the doorway. At the sight of the policemen, Wi 
been submissive and i i : 
changed his expression, » and went to the policemen. 
On the surface, he appeared happy. Since Wij; p i 
wrong, and had his parole papers in order, 
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come. The mother said that they had been instructed by the hospital to 
take him back. Since the mother could not speak English very well, I sug- 
gested perhaps the brothers would want to go along. At first they hesitated, 
then decided to accompany him. 

As we left the house, all the neighbors were gathered and watched with 
eager curiosity. As William went into the patrol wagon, the small children 
made funny remarks and the neighbors whispered to each other. As the 
patrol wagon departed, Charles said that the show was over and that the 
neighbors could disperse now. As we drove to the psychopathic hospital in 
Charles’ car, he shouted angrily that his mother had called the police to 
take William away. He said that now the children in the neighborhood 
would call his daughter crazy for having a crazy uncle. He then condemned 
his mother for being responsible for all the difficulties which the family 


experienced. 

These social relationships between this patient and his family 
reveal that when he was treated with some consideration, he became 
interested in his environment and began to respond favorably. 


. When he was treated as a problem personality and was forced into 


an undesirable role, he responded by the defenses which he knew 


best—firm and passive withdrawal. 

Another prevalent family reaction is to treat the returned patients 
as if they are convalescing from a physical illness. They are de- 
terred from any work, from taking any initiative, or from spontane- 
ous behavior. As is apparent in the following case, ex-patients want 


approval but resent intensified regulation and oversolicitous con- 


cern by the family. 

From early morning till late evening, the mother released an endless 
stream of warnings and exhortations. If Joan prepared to write a letter the 
mother cautioned her to "take it easy." If she offered to help with the 
cleaning the mother objected on the grounds that a patient who had just 
returned from the hospital must have lots of rest and must not tire herself. 
Everything Joan did was supervised. If she went to the kitchen to get her- 
self a glass of water, her mother rushed to watch. If she spent more time 
in the bathroom than her mother thought suitable, the mother inquired, 
"Don't you feel well, dearie?” Joan was, of course, forbidden to go out 


alone, not even in daylight. Before visitors came Joan was carefully taught 
“The Browns don't know that you were 


how to behave in their presence. j € 
in the hospital. I told them you were out of town. Don’t say anything 


about your breakdown.” 
In another instance 

of her son's disorders impose 

which hurt rather than helped him. 
Another difficulty with which the ex-pati: 


a mother who tried to prevent the recurrence 
d trivial demands and exhortations 


ents have to cope is the 
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family's attitudes to heredity. Since many persons believe that 
psychoses are hereditary, they feel that the disorders may be trans- 
mitted to the offspring. 

Some ex-patients are almost coerced into the very family roles 
which they considered so distasteful and so threatening to their self- 
esteem. In a short time, they lose the gains made in the hospital. 
Since many family attitudes are subtle and often hard to detect, the 
recurrence of the disorder is attributed to the personality deficits of 
the ex-patients. The following case illustrates how a revised situa- 
tion can contribute to an ex-patient's improvement. When this ex- 
patient lived with her family, her disorder recurred. But when she 
lived with her greataunt and great-uncle, she became well enough 


to get married and has remained improved three years after her last 
discharge from the hospital. 


Ann was admitted to the Brooklyn State Hospital with a diagnosis of 
schizophrenia, catatonic type. Two months later she was paroled. She re- 
turned to her parents with the understanding that she was to start work as 
soon as possible. This was the mother's plan and the hospital social service 
department and Ann agreed. She began work immediately and. resumed 
her social activities. By this time, her elder brother and sister had both 
married and lived away from home. Nonetheless, the same unfavorable 
condition remained in the family, and Ann reacted with resentment. To 
escape these conditions, she threw herself in the social whirl and was al- 
ways "on the go." Because the mother was so persistently critical, Ann left 
home. She was picked up by the police, sleeping in a parked car. She was 


run down physically and was quite bewildered, when she was taken back to 
the hospital. 


In the hospital, Ann became cheerful and sa 
cooperative worker. She responded warmly 
tors and nurses. When Ann was ready j 
later, her brother pointed out th 
home, he wanted Ann to liv 


tisfied and was a willing and 
to the friendliness of the doc- 
to leave the hospital several weeks 
at because of the discord in the parental 


à € with him and his wife. The social service de- 
partment, apparently impressed by the brother's and sister-in-law's visits, 


readily consented. But this conditional discharge lasted only three days. 
Ann, jealous of her sister-in-law, had a fist fight with her, returned to her 
mother, created a scene, and again required hospitalization. At the hos- 
pital, she adjusted well and was eager to leave. Although not disordered 
enough to be hospitalized, Ann had no favorable home in which she could 
be placed. 

It was found that a great-aunt and great-uncle in 


à a nearby city were 
interested in Ann and seemed to be stable and friendly people. Ann found, 
^ Adapted from Insulin Shock Therapy, pp. 


^ - 96-39 (New York: Temporary 
Commission on State Hospital Problems, 1944), 
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at last, warm and accepting people who did not interfere with her free- 
dom. Since she always responded well to persons outside the family, she 
made a good adjustment. Seven months later, Ann returned to visit her 
doctor with her husband, "the boy who lived next door." Since she was able 
to entertain him "respectably" in her foster home, she was able to carry on 
this courtship relationship. Three years later, when Ann and her husband 
were visited in their apartment, both appeared quite happy and satisfied. 


Slightly Improved Ex-patients. Many ex-patients who have im- 
proved slightly remain very dependent upon the family. Many of 
these patients stagger or muddle through in their posthospital ad- 
justment, but they are adjusted enough to keep jobs and to get along 
with people on a superficial level, and are not returned to the hos- 
pital.. Sometimes their families are aware that they cannot care for 
themselves independently and that they must be continually helped. 
The reactions among the family members vary of course, and these 


reactions require further inquiry. When they disregard the needs of 
ients may re-experience a breakdown. 


the ex-patients these ex-patt 
When the families protect them, these ex-patients may remain 


adapted within this supervised setting. 
The Limits of Family Influence. Some ex-patients, however, can- 
not be influenced positively by the family, regardless of its conduct. 
The family may understand and appreciate their condition but 
still may be unable to help them. These patients may remain emo- 
tionally incapacitated because of their personality conflicts and, as 
such, will not be markedly affected in a positive way by the tolerant 
and accepting family attitudes. They can, however, be easily influ- 
enced negatively and, under adverse conditions, can experience 
another breakdown. 
These conflicts are rearoused in part by the return home. An ex- 


patient has written:!? 
at the state hospital had seemed 
nave risked my life to achieve it. 
ity for enjoying it and did not 


e seven weeks 
that I would I 
I lost all capac 
many months. 


Liberty during thos 
such a precious thing 
But as soon as I got i 

a acity for 
d Sight, seh i entered the apartment my ee n c ye 
us, my spirits took a sudden deep drop. Alma nag spent many days 
ome-coming, måking it into 


i in getting i ly for my h 
oving effort in getting 1t read) y i 
nid of place she thought I would like and that would aid my con- 


valescence. But although on the ride from the asylum my optimism 
15 Carlton Brown. Brainstorm, pP- 288, 289, 298, 299 (New York: Rinehart & 


Company, Inc. ]944). By permission. 
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had remained high, as soon as I entered the apartment I became so 
unutterably depressed that I could scarcely speak. The outside world 
that, from Spithaven, had looked so limitlessly free, suddenly closed in 
around me. In tangible, inescapable form, the place seemed to repre- 
sent all the stifling limitations I have ever felt surrounding me. I had 
an almost physical sensation of sinking, of being irrevocably trapped. 


He added: 


All winter long people tried to help me to work and to friendship 
and to love, but I would not be helped by them, could not be helped. 
Then, in the spring, little by little, it came to me that I could be and 
would be helped, because it began to be that I w. 
Only when it left did I see that the condition 
not be called laziness or moral disintegration or 
reprobation that I had been using. A great m 
to be found in the books belonging to the goody-goody, cheer-up 
school of popularized pseudo-psychiatry: "Snap out of it"; "Look on 
the bright side"; “Stop committing self-sabotage.” Far from being of 
any use to me, such admonitions only emphasized my feelings of guilt 
and inadequacy. They were as much to the point as it would be to tcll 
à man with two broken legs that only moral cowardice keeps him from 
walking. The advice that I did find helpful was, reduced to its sim- 
plest terms: “Be as lazy as you like; sleep as late as you like; but try to 
kna out what started to make you like to do whatever you have been 
blaming yourself for doing; and, if possible, end by blaming no one 


and seeing the symptoms disappear in the light of knowledge of their 
roots. 


anted to help myself. 
I had been in could 
any of the words of 
any of these words are 


Seemingly, some ex-patients, 


€ who have not completely recovered, 
must work out their conflicts 


: in their own way and at their own 
pace. The depressive aftermath of this patient could not be dis- 


pelled by favorable surroundings, by "pep talks," or even by affec- 
tion. Somehow, he had to get a different conception of himself 
before he was amenable to help. The problem of reaching nanic- 
depressive patients of this type is admittedly difficult and sometimes 
requires the aid of a discerning psychiatrist. 

Some families become very guilty when they learn that their be- 
havior may have contributed to the ex-patients’ breakdowns. Then 
they try to compensate for their hostility and cannot do enough for 
the ex-patients to make amends to them. When they can afford it, 
they lavish gifts upon them and seemingly do whatever they desire, 
but the difficulty is that they cannot understand and eradicate their 
own hostility which emerges from the daily process of living. These 
- family members are thus beset by the conflict of shame for having a 
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disordered person in the family and extreme guilt for possibly hav- 
ing contributed to this disorder. As yet the effects of the develop- 
mental theories of psychoses, when propounded to these relatives of 
disordered persons, have not been systematically investigated. 
The Ex-patient and Industry. When Clifford Beers was discharged 
from the hospital in 1903, he was determined to make his way again 
in the outside community. At first he wanted to study art, then he 
revived his favorable attitudes toward business and he sought to 
re-establish connections with a company where he had worked six 
years before. He related his re-employment experiences as follows:!5 


Though persons discharged from mental hospitals are usually able 
to secure, without much difficulty, work as unskilled laborers, or posi- 
tions where the responsibilities are slight, it is often next to impossible 
for them to secure positions of trust. During the negotiations which 
led to my employment, I was in no suppliant mood. If anything, I was 
quite the reverse; and as I have since learned, I imposed terms with an 
assurance so sublime that any less degree of audacity might have put 
an end to the negotiations then and there. But the man with whom I . 
was dealing was not only broadminded, he was sagacious. He recog- 
nized immediately such an ability to take care of my own interests as 
argued an ability to protect those of his firm. But this alone would not 
have induced the average businessman to employ me under the cir- 
cumstances. It was common sense and the rational attitude of my em- 
ployer toward mental illness which determined the issue. This view, 
which is indeed exceptional today, will one day (within a few genera- 
tions, I believe) be too commonplace to deserve special mention. As 
this man tersely expressed it: "When an employee is ill, he's ill, and it 
makes no difference to me whether he goes to a general hospital or a 
hospital for the insane. Should you ever find yourself in need of 
treatment or rest, I want you to feel that you can take it when and 
where you please, and work for us when you are able." 


ectations about the future were perhaps overoptimistic. 
day are not as tolerant and understanding 
et few patients have the self-assurance 


Beers's exp! 
Many employers even to 
as the man who hired Beers. Yi 


and ability which Beers possessed. 
Often, patients respond to occupational therapy or can work 
, 


proficiently around the hospital, but, when in the outside com- 
munity, they experience problems other than vocational. They may 
lack confidence or become upset by the whole pattern of relation- 

1 Clifford W. Beers, A Mind That Found Itself, pp. 209, 210 (New York: 


Doubleday & Company, Inc., 1924). 
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ships of which they are an integral part. These relationships can 
range from the initial interview when in quest of employment to 
the competitive “social politics" and gossip within the work situa- 
tion. 

In emotionally supportive situations where the conflicts are held 
in abeyance, the ex-patients have a better chance to sustain their 
improvement. For example, John, aged 20, was a cab driver, and 
was hospitalized after a fellow cab driver had been forced to drive 
some robbers who were escaping from the police: Very upset by this 
event, John became restless, irritable, was unable to sleep, and 
imagined he was one of the thieves. When he threatened suicide he 
was committed. In time, he improved enough to leave the hospital. 
To prepare for his return home, the family moved to a more at- 
tractive apartment in a less crowded neighborhood. They arranged 
with a family friend to give him a job. Since other members of the 
family worked in this factory, John went with them to and from 
work. His mother allowed him to keep the same hours of retiring 
and awakening that he had in the hos 
it. His employer, aware of his illness, 
him. In a follow-up inquiry, 
later. 


pital because he insisted upon 
did not expect too much from 
he was doing well, one and a half years 
Not many patients have these supportive relationships. But 
these relationships apparently helped this patient to readjust. 

In seeking work the first difficulty that ex-patients experience is 
accounting for the time spent in the mental hospital. Some may not 
know whether it is more expedient to cover up this time or to dis- 
close it. One indecisive patient became so flustered when asked by a 
prospective employer about this period that he could not answer 
the questionnaire and did not receive the job. In the state of Illinois 
a question on the civil service examination was, “Were you an in- 
mate of an institution?” This question irritated so many ex-patients 
who applied for civil service positions that, after protest, it was 
reworded to specify, 


“inmates in penal institutions.” 17 Tt was found, 
too, that large firms with personnel managers were less hesitant 
about rehiring former patients than were small businessmen such 
as grocers or garage owners, 


Some ex-patients claim that em 
public, discriminate against them 
V Insulin Shock Therapy, 


ployers, as part of the general 


because they believe that psy- 
pp. 54, 55; Lost and Found, 11:2, p. 20. 
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chotic disorders are incurable. Some ex-patients, however, are so sen- 
sitive when they become rejected by prospective employers that they 
attribute the rejection to the employer's implicit knowledge that 
they are "crazy." 

When ex-patients can successfully conceal their past commitment, 
they may not meet any difficulty because no one suspects them of 
having been in mental hospitals. In fact, the popular misconcep- 
tions of psychotic persons work to protect many ex-patients, because 
many persons would anticipate some queer behavior or angry out- 
bursts. Hence, ex-patients who become swallowed up in industrial 
life usually are indistinguishable from those who have never ex- 
perienced breakdowns. Nonetheless, some patients retain anxieties 


about their "past." 

The positions of ex 
nity. In the small town, 
their past commitment, as we hav 
cities, anonymity can engulf the ex-patients 
"past" remains unknown to their employers. 

But even in the city ex-patients who have personality problems 
experience difficulties. Although improved enough to work, they 
retain many mannerisms and conflicts which they had before their 
The recall of these experiences is likely to continue. 
a paranoid schizophrenic, was Wor- 
ried because he had been involved in so many office clashes before 
his breakdown and feared that these disagreements would recur. 
"I was afraid of myself. I could do my work, but I was afraid I 
wouldn't get along. And that caused me more grief than having 
been in the mental hospital." Finally he worked as a door-to-door 
salesman and had to solve many of his difficulties with a private 
psychiatrist. Since his sales were high his employer didn't care 
whether he had had a breakdown. ' 

A. catatonic schizophrenic patient in a competitive industrial 
situation had transient notions that others might suspect him of 
having been hospitalized. He became very tense and was reluctant 
to mingle freely. He believed that his self-conscious and nervous 
mannerisms of strokin air attracted undue attention from 
others. For a period he ate in restaurants where the other SBOE 
did not go. He was continually on the defensive and, having to 


-patients differ with the size of the commu- 
ex-patients would’ find it difficult to hide 
e shown before. But in the large 
effectively so that their 


breakdown. 
For example, one ex-patient, 


g his h 
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of their employers because the employers expressed the general 
distrust for them that they have for the insane generally, excepting 
those whom they have known well. Others who needed vocational 
rehabilitation (1) had a limited amount of work experience, (2) had 
moved from job to job without developing any interest in any type 
of job or without developing any marketable skills, (3) could not 
impress their prospective employers, and (4) had experienced a 
decided change in personality. 

The rehabilitating vocational process covered five related. serv- 
ices: (1) vocational counseling, (2) vocational training, (3) physical 
restoration, (4) job finding and placement, and (5) personal coun- 
seling. In trying to gauge the effectiveness of these rehabilitation 
services in three states—Connecticut, New York 
they found that, of the 215 patients to whom services were given, 
166, or 77 per cent, were successfully rehabilitated and were satisfac- 
torily employed; 49, or 23 per cent, were not rehabilitated. Of this 
latter group some became so ill that they had to be returned to the 
hospital; others were so unco-o[ 


perative that they could not be 
helped; still others tried one job after another without success; and 
some could not succeed vocati 


onally because of family interfer- 
ence.?1 


Patients Who Stay Out and Patients Who 
problem of keeping the patients well after t 
pital is pervasive and serious. Were this condition similar among 
patients with physical illnesses, it would be alarming. Except for a 
few physical illnesses, such as malaria and tuberculosis, physical 


$ as recovered usually stay that 
the other hand, many patients 


al hospitals are usually in worse condi- 
tion than when they entered the first time. 


As is evident from Table 23, in 1 
psychoses, i.e., schizophrenia and 
majority—53.5 per cent—of the 
mental hospitals. 


» and Michigan— 


Go Back. The general 
hey have left the hos- 


944 the patients with personality 
manic-depression, comprised the 
patients readmitted to the state 


to ten-year follow-up 
s and 301 females— 


2: Ibid., pp. 27-31. 


1941 
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adequate information could be found for 5.1 per cent. In following 
up 608 patients, the authors found that 6.6 per cent were much im- 
proved, 15.3 per cent improved, 63.5 per cent unimproved, and 


24.6 per cent were dead.** 
Osborne found, in a study of 491 patients, that 44 per cent im- 


TABLE 22 
PERCENTAGES OF ADMISSIONS AND READMISSIONS TO MENTAL HOSPITALS, 
BY TYPE OF HOSPITAL, IN THE UNITED STATES, 1933 ro 1946* 


County 
State Veterans and City Private 
Hospital Hospital Hospital Hospital 
Read- Read- Read- Read- 
Year First mission First mission First mission First mission 


1946 76.4 23.6 62.9 ATL 78.3 21.7 65.9 34.1 
23.0 84.6 15.3 78.6 21.4 66.8 3371 
8 
1 


1945 77.0 

1944 77.5 22.5 82.6 17.4 83.2 16. 71.1 28.9 
1943 77.5 22.5 76.5 23.5 79.9 20. 66.4 33.6 
1942 77.6 22.2 56.7 43.3 66.2 33.8 


71.8 28.2 56.7 43.5 79.7 20.8 66.1 33.9 
1940 77.7 22.3 58.3 41.7 78.0 22.1 65.6 34.4 
1939 72.8 27.2 62:5. 37.5 85.3 14.7 62.1 37.9 
1938 79.0 21.0 65.5 34.5 86.5 13.5 68.6 31.4 

84.9 15.1 70.0 30.0 


1937 79.3 20.7 56.9 43.1 
1936 80.4 19.6 56.7 43.3 84.1 15.9 70.1 29.9 


1935 80.7 19.3 63.9 36.1 84.6 15.4 69.7 30.3 
1934 79.8 20.2 52.4 48.6 81.2 18.8 68.2 31.9 
1933 80.3 19:7 59.9 39.2 86.4 13.6 67.1 3219 


* Data compiled from Patients in Mental. Institutions, 1946, pp. 53, 54 (Washing- 
ton, D.C.: Bureau of the Census, U.S. Department of Commerce, 1948). Transfers 
omitted. 
proved spontaneously and that a recurrence of the disorder led toa 
poorer chance of recovery.?* The longest hospitalization among 
those readmitted occurred among catatonics, while the shortest 
occurred among simple schizophrenics. Of the subtypes of schizo- 
phrenics, the catatonics generally tended to have the best adjust- 
ment for the longest period, the paranoids were next, and the 


lizabeth K. Fletcher, “A Five to Ten Year Follow-up 
ychiatry, January, 


r and E 
achane, PUP c Cases,” The American Journal of Psy 


Study of 641 Schizophreni 

6:4, pp. 877-888. uy 1 , 
a es L. Osborne, "Prognosis in Schizophrenia, 
Medical Association, March 9, 1940, 114, pp- 846, 847. 


» Journal of the American 
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simple and hebephrenic categories had the worst adjustment. we 
lak, however, reports that sometimes the undetermined pe o 
schizophrenics have a better outcome than the catatonics.*4 . 
In general, the psychiatric follow-up studies are based primarily 
upon the condition of the patient before and during the disorder. 


TABLE 23 


PER CENT OF FIRST ADMISSIONS AND READMISSIONS IN STATE MENTAL HOSPITALS 
IN THE UNITED STATES BY DIAGNOSTIC TYPES, 1944* 


Percentage of ~ 
Increase or 
Decrease of 


First Readmissions 
Admissions Readmissions Over First 
Disorder 83,723 24.265 Admissions 
Manic depression 8.6 22.3 +13.7 
Schizophrenia 20.0 31.2 +11.2 
Psychosis with psychopathic 
personality 0.8 1.7 +0.9 
Neuroses 2.8 3.0 +0.2 
Paranoia and paranoid condition 14 1:3 +0.2 
Psychopathic personality 0.9 0.9 
Involutional psychoses 4.1 2:7 —13 
Paresis 6.9 3.2 — 2.7 
Senile psychoses 12.9 2:7 —10.2 
Cerebral arteriosclerosis 15.9 5:3 —10.6 
Other psychoses 18.5 16.8 =1.7 
Other Nonpsychoses 7.5 8.7 41.2 
. Total 100.0 100.0 


* Patients in Mental Institutions, 


1944, pp. 19, 24 (Washington, D.C.: Bureau of 
the Census, U.S. Department of 


Commerce, 1948). 
Little or no consideration is 
in the groups in which the patient participates. 

Also, the varied follow-up studies use different criteria of im- 
provement and recovery. For example, some investigators used four 
criteria: recovered, much improved, improved, and unimproved, 
but others used three criteria. Whether all investigators meant the 


same thing by these criteria is questionable. Bellak found that the 


given to the attitudes of the persons 


? Leopold Bellak, Dementia Praecox, Chap. XV. (New York: Grune & Stratton, 
Inc., 1948). g 
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rates for over-all improvement of schizophrenics ranged from slight 
improvement to recovery. In terms of duration of those who im- 
proved, about 50 per cent improved within six months, about 35 per 
cent remained improved after six to eighteen months, and about 
20 per cent sustained improvement after eighteen months.?5 This 
means that about one half of those who have improved after six 
months have a recurrence about one year later. As yet, no definite 
knowledge exists as to why this happens. 

To get more complete knowledge of the types of outcome, it is 
necessary to consider the following: the ex-patient's previous back- 
ground, his mode of breakdown—i.e., sudden or slow—how soon 
he entered the hospital after breakdown, his length of hospital stay, 
his condition at the time of discharge, and the types of social situa- 
tions he encountered in the community, especially in the family. 
Our chief concern, however, is with the condition of ex-patients 
who remain outside the hospital after a specified period. 

Control of posthospital adjustment: To determine the effects of 
intensive psychiatric social work upon the patient's posthospital ad- 
justment, Field studied two insulin-treated schizophrenic groups.*° ë 
This study arose because so many insulin-treated patients had been 
recommitted.?? The experimental group of 138 patients and their 
families were given special orientation lectures, while 127 patients 
of the control group were given the customary social-work assist- 
ance. This orientation process began before the patients were dis- 
charged. 

Although the follow-up study was done less than one year after 
discharge, some significant differences were noted between the two 
groups. In the experimental group 23 persons, or 16.7 per cent of 
the patients, as against 37 persons, or 29.1 per cent of the control 
patients, were returned to the hospital. Even among the returned 
he experimental group stayed out of the hospital 32 days 
age than did the control group. When the pa- 
ere compared, the experimental group had 71.7 
ell or better than before the breakdown," but 


patients, t 
longer on the aver: 
tients' conditions W 
per cent doing as “wi 


eim. Insulin Treated Patients (Utica, 


» Minna Field, Psychiatric Social Work with 


f ospitals Press, 1947). : : 
Bs Sak temporary Commission on State Hospital Problems, Insulin Shock 


Therapy (Utica, N.Y.: State Hospitals Press, 1942). 
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the control group had 51.1 per cent in this condition. In general, 
intensive treatment seemed most helpful to those who were amen- 
able to improvement. 

Manic-depressive Patients. Manic-depressive patients generally 
recover more spontaneously than schizophrenics and also seem to 
have a more lasting recovery. In a long-range study of 1,000 patients 
who had been discharged from the hospital ten or more years ago, 
Fuller found that, among the manic-depressive group, 57 per cent 
were living in the community, 20 per cent were in the hospital, and 
23 per cent had died. Of the schizophrenic group, 43 per cent were 
living in the community, 44 per cent had been returned to the hos- 
pital, and 13 per cent had died.28 Rennie's study of 208 manic de- 
pressives showed that 80 per cent of the cases had one or more 
recurrences: 79 per cent had a second attack and 63.5 per cent had 
a third attack; 45 per cent eventually recovered completely under 
planned therapy; only 7 per cent remained chronic cases.?9 This 
may mean that, though manic depressives 
rary recurrences than schizophrenics, 
more completely. 


Programs for Ex-patient Readjustment. In recent years the adjust- 
ment of patients is being facilitated by (1) the educative attempts 
of mental-hygiene organizations, (2) the help of psychiatric social 
workers, (3) outpatient clinics, (4) family-placement programs, and 
(5) ex-patient-initiated organizations. 

The Mental-hygiene Organizations. 
mental-hygiene organizations is the 
ment of ex-patients by removing th 
Presumably, a public enlightened 
more considerate to ex- 


are more prone to tempo- 
in the long run they recover 


One educational aim of 
attempt to facilitate the adjust- 
€ stigma of disordered behavior. 


programs such as 


“Shadow of the Mind,” and by newspaper articles—has influenced 


the public favorably toward ex-patients. 


*8 Raymond G. Fuller, “What Happens to Mental Patients After Discharge from 
the Hospital,” Psychiatric Quarterly, 1940, IX, pp. 95-104, 
?''Thomas A. C. Rennie, "Prognosis in the M 


f Tanic Depressive Psychoses,” The 
American Journal of Psychiatry, May, 1942, 98: 


6, pp. 801-14, 


THE PATIENT AND THE COMMUNITY 488 


The Psychiatric Social Worker. The psychiatric social worker has 
the specific function of helping the patient readjust himself during 
his conditional discharge. By her home visits she sees the patient in 
his usual habitat and can obtain a real understanding of the prob- 
has to cope. Frequently, she has to deal with the 
embers of the community, as well as with the 
he becomes a supporting link between 


lems with which he 
family and some m 
patient himself. In effect, s 
the patient and the persons about him. 

The social worker must understand the family constellation of 
ships, the role of the patient in the family, 
and his attitudes to the different members, as well as their attitudes 
to him, Frequently, she must interpret the meaning of the disorder 
to the family, try to remove their attitudes of guilt and shame which 
result from the disorder, and remove their pressure upon the ex- 
patient. She must provide an outlet for the accumulated conflicts 
of members in the family other than the patient, because these con- 
flicts can affect the patient adversely. And she must be able to dis- 
tinguish between their rational and unconscious attitudes to the 
patient. For example, the family members may appear kindly and 
accepting of the patient on a surface level, but unwittingly they may 
be devastatingly hostile to him. 

In short, the psychiatric social worker must almost reorient the 
mily and the family to the patient. In this manner 
e influence which revises the patient's social 
es involved in this social interplay 
require a facility for developing the type of rapport and interview- 
ing skills by which the patient will confide his difficulties and prob- 
lems to the social worker and by which the family will regard the 
social worker as a professional friend. 

Outpatient Clinics. More recently the outpatient clinics have 
been established to facilitate the ex-patient's adjustment. That i5 
the ex-patient can report to the outpatient clinic instead of going 
to the hospital during his conditional discharge. He can seek 
advice and some kind of mild therapy at these outpatient clinics- 
As yet, these clinics are concentrated in cities, and even in the cities 
there is a marked shortage of clinics. Nevertheless, the OUtpauce 
clinic is an advantage for the ex-patient because he can disassociate 
himself from the hospital. So far, there have been no definitive 


interpersonal relation 


patient to the fa 
she becomes a positiv 
setting. The skills and techniqu 
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studies of the role of the outpatient clinic in the community and 
of the effects of these institutions upon ex-patients. 

“Recovery Incorporated": an Organization of Former Patients. 
In November, 1937, “Recovery Incorporated” was founded in Chi- 
cago by thirty ex-patients, their relatives, and friends. It was organ- 
ized to help ex-patients become readjusted to the family and to the 
community. Its immediate aim was to help the patient overcome 
the stigma of having been in a mental hospital. The motto of the 
group was: "Nobody must be held responsible for the kind of dis- 
ease he contracts." "Recovery Incorporated" was adopted as a “safe” 
name which would not expose the members to their particular 
communities when they received mail. Despite its biolog 
tation to disorders, this organization tried to bolster the 
of the patients by group discussions of their problems, 
nating information about the problems w. 
encounter, and by publishing a bulletin. 


Before discharge the patients were oriented about what to expect 
after leaving the hospi 


ical orien- 
confidence 
by dissemi- 
hich the ex-patients would 


even slightly deviant, 


Many families of patients were reoriented and were informed 
about their mode of behavior, attitudes, moods, and dispositions as 
the important things to which the patient would respond. They 
were told that sometimes tl be misjudged by the 


heir behavior would 
ex-patient, that presumably friendly intentions would sometimes 
his "distorted" views. 


be misconstrued as hostile by him because ‘of ] 
vhich was designed to strengthen the 


A third important feature w 
ex-patient’s self-confidence was group participation and identifica- 
tion. By “belonging” and participating with others in a common 

less lonely. Hence, this organization 


situation, the patient felt 
sponsored meetings, parties, and Other social affairs, Recovered 
members. In this w 


patients tried to assist the new 
private fears and anxieties beca: 


» Adolph felt himself 
completely alone because he could not express his deepest fears to 


anyone about not being accepted, With the aid of two former 
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patients, he was able to confide in them and become relieved of his 
deepest fears. 

Within the structure of the group each new member was assigned 
to a member to whom he could turn in times of duress.3? This per- 
son listened sympathetically and compared his experiences with 
those of the new member. When this type of counseling did not 
clear up the problems, the leader of the local panel was called, and 
if he could not help, the chairman of the organization, who was the 
If all these persons did not succeed, then 
sually the case cleared up before 
cases went beyond the first 


physician, was summoned. 
the psychiatrist was consulted. U 
it reached the psychiatrist, and few 


adviser. 
This organization tried to help the members in other ways. They 


opposed the court procedures which were preliminary to commit- 
ments. They tried to reorient employers and other groups. Despite 
the excellent potentialities of this organization, it has not grown. 
It is not known exactly how many persons were deterred from re- 
current breakdowns by the work of this organization. The assump- 
tions upon which this group operates seem to be sound and of 


definite help to ex-patients. 


Summary 

a variety of adverse and hostile 
hich they must adjust or which they must evade. 
hindered by these prejudices, which are often 
instrumental in their r akdowns. The most influential 
relationships to which ex-patients have to adjust are of the family 
and the immediate persons in the community. Sometimes, the con- 
flicts which contributed to their disorders arise again. 

The gap between the regulated life of the mental hospital and 
the indifferent, competitive relationships of the outside community 
is often beyond the scope of the patient's abilities. The simple fact 
is that about one quarter of the patients discharged are returned to 
the mental hospital. 

Of the different disorders, it appears that the manic depressives 
o have greater proportions of the group hospitalized more 
but it also seems that the manic depressives have a 


procedure to that of “Alcoholics Anonymous.” 


Ex-patients are confronted by 


stereotypes to W 
Many patients are 
ecurrent bre 


tend t 
than once, 


2 Note the similarity of the 
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greater number whose improvement is sustained after a ten-year 
period than is true of the schizophrenics' posthospital improvement. 

The rational techniques implemented to facilitate the adjustment 
of the ex-patients are not pervasively used. Generally, ex-patients 
are left to their own resources after they leave the hospital. Psychi- 
atrists and mental hygiene organizations have succeeded in reducing 
the intensity of some adverse stereotypes concerning the disordered 
persons, but this knowledge may be limited to urban groups. Self- 
help organizations for patients, as “Recovery Incorporated,” offer 
one solution toward easing the readjustment of the patient to other 
persons, but this organization is far too small. 

The many gaps in our knowled 
be filled in by further definitive i 
retical and practical. 


ge concerning the ex-patient can 
nquiry, which can be both theo- 
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CHAPTER NINETEEN 


Prevention: Personal Stability and Society 


Year after year new patients in undiminished numbers are ad- 
mitted into the many mental hospitals. Even if State mental hos- 
tter and even if Outpatient treatment 
parade of new patients would not de- 
cline. Clearly, preventive measures must be introduced which will 
Striving to develop more 
he disorders in the early 


pe of the problem 


A has been given to 
it in the past. 


Although estimates of the number of aberrant persons vary and 
are very difficult to compute, one estimate of all organic and per- 
sonal disorders in the United States is about 8,500,000.1 Personality 
disorders alone comprise the formidable sum of about 4,500,000 
persons, including about 422,000 Psychotics, about 3,000,000 neu- 
rotics, and about 1,134,000 disturbed children, This sum omits the 


1 “Statistics Pertinent to Psychiatry in the United States,” Group for the Ad- 
vancement of Psychiatry, Report No. 7, March, 1949, 
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many adults who have mild disorders.? Between 30 and 60 per cent 
of the patients who seek medical care usually have a neurotic or 
psychosomatic disability.5 Moreover, people seem to be more pre- 
occupied today with their personal condition than during almost 
any other period. Books which offer some temporary way out have 
crowded best-sellers’ lists: Peace of Mind, by J. L. Leibman; Peace of 
Soul, by Bishop F. Sheen; Guide to Confident Living, by N. V. Peale; 
and How to Stop Worrying and Start Living, by D. Carnegie, among 
others, have this wide audience appeal.t One poet, not without 
cause, has referred to this period as “The Age of Anxiety." ® 


5 


Approaches to Prevention 


To get at the roots of personal disorders and of "mental health" 
involves a variety of approaches to personality. These divergent 
approaches to preventive mental-health programs assume different 
hypotheses of causation for the personal disorders. But the person- 
ality is a many-sided entity, and these approaches often supplement 
rather than contradict each other. Some approaches, such as the 
eugenic and the sociological, show extreme differences; other ap- 
proaches, for example the psychological and sociological, differ in 
emphasis rather than in direction. Before concentrating upon the 
proach to mental health, we will consider the eu- 


sociological ap 
d psychological viewpoints in preventive 


genic, constitutional, an 


mental health. 
The Eugenics Approach. Eugenics emphasizes the improvement 


of the human stock by biological means.? Some measures, such as 


? Because "psychopathy" is used so vaguely, statistics of this behavioral type 

have not been included. 
3 National Health Assembly, America’s Health, p. 298 (New York: Harper & 
"Psychiatric Education," The American 


1949); also Charles A. Rymer, 
January, 1946, pp. 548-551; Franklin S. Ebaugh, The Care 


Brothers, 
t in a General Hospital (Chicago: American Hospital 


Journal of Psychiatry, J 
of the Psychiatric Patien 


Association, 1940). ‘ . 

* Joshua L. Leibman, Peace of Mind (New York: Simon and Schuster, Inc., 
1946); Fulton J. Sheen, Peace of Soul. (New York: McGraw-Hill Book Company, 
Inc. 1949); N. V. Peale, Guide to Confident Living (New York: Prentice-Hall, 
(New York: 


Inc., 1949); Dale Carnegie, How to Stop Worrying and Start Living 
Simon and Schuster, Inc., 1948). ‘ 
5 William H. Auden, The Age of Anxiety (New 
‘Ses J. M. Nielsen and George N. Thompson, ] 
pp. 278-279 (Springfield, Ill: Charles C. Thomas, Publisher, 


York: Random House, 1947). 
The Engrammes of Psychiatry, 
1947). (Despite their 
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birth control, good embryonic development, and the safe processes 
of birth, may contribute more positively to a healthier human stock. 
Sterilization of psychotics can be legally performed in twenty-seven 
states at state expense. Some find sterilization objectionable for 
cogent reasons: (1) Even if applied, it would not appreciably reduce 
the number of schizophrenics and manic depressives. (2) Though 
the probability of psychotic parents having psychotic children is 
about twenty times greater than that of the normal population, this 
disparity may result from improper rearing as well as from innate 
tendencies. Furthermore, many children born of one psychotic 
parent do not break down. The processes of heredity, at the most, 
consist of predisposing tendencies. Hence, subsequent social rela- 
tionships are crucial in determining whether the child does or does 
not become psychotic. In addition, some parents who are not 
psychotic have psychotic children. Because of these recessive char- 
acteristics, the procedure of sterilization, if followed to its logical 
conclusion, would sterilize people who are not psychotic. Also, 
sterilization implies a defeat for the social order. It means that 
society cannot so arrange its institutions and its interpersonal rela- 
tionships to avert the onset of these disorders. (3) Moreover, in 
terms of society's benefit, it can be pointed out that many creative 
artists and scientists have been psychotic during some period of 
their lives—Van Gogh, Beethoven, Newton, and Nijinsky, among 
many others, have made lasting contributions to art and to science. 

Gamble has defended sterilization as a simple operation which 
differs from castration and which does not change the personality 
characteristics of the sterilized persons. He states:7 

In tubectomy, the modern operation for sterilization in both men and 


women, nothing is removed from the body. The surgeon simply locates 
and ties off the small tubes leading from 


the sex glands, preventing the 
further Passage of the female cell, or 


ovum, and the sperm cells of 
the male. These minute cells are then absorbed by the body, and the 


classical psychiatric approach, they do not believe sterilization is desirable in the 
present state of social advance.) Also Abraham Meyerson and R. D. Boyle, 
“The Incidence of Manic-Depressive Psychosis in Certain Socially Important 
Families,” The American Journal of Psychiatry, July-November, 1941, p. 19. 


Among the advocates of sterilization are Franz J. Kallman, The Genetics of 
Schizophrenia (New York: J. J. Augustin, Inc., 1938) and the Human Betterment 
League. See Clarence J. Gamble, “Preventive Sterilization in 1948,” Journal of 
the American Medical Association, 1948, p. 773. E 


* Clarence J. Gamble, “Why Fear Sterilization,” Hygeia, January, 1948. 
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sterilized person can detect no change. in appearance, feelings, or de- 

sires other than the fact that no children are produced. 

Although Gamble believes psychotic disorders can be "cured," 
he defends sterilization for those who have permanent recurrent 
disorders, because it would protect children from being born in an 
adverse environment. Perhaps this measure may possibly be per- 
mitted in extreme cases when birth-control methods cannot be 
taught to chronic psychotics, who are unable to support or to rear 
many children. Yet, in the main, chronic psychotics usually do not 
present these problems, because they are segregated and reproduce 
a minimal number of offsprings. 

The Constitutional Approach. Physical health, important for its 
is often related to emotional stability. Yet, when physical 
can easily deflect attention from per- 
some mediums for arresting disorders 
through physical means may be found, but it is not at all certain 
that physical techniques only will assure emotional growth. More- 
over, excessive fatigue, malnutrition, allergies, infections, glandular 
changes, illness, and physical handicaps may indirectly affect per- 
sonal stability and should be considered within the general scope 
of mental health. 

The Psychological Approach, The psychological approach tech- 
nically refers to the developmental process of the individual, par- 
ticularly in early life. It follows that prevention concentrates upon 
early parent-child relationships, in order to develop healthy persons 
who could tolerate the stresses of later life. The techniques and 
knowledge of this aspect of development have been invaluable in 
understanding personality. Yet the knowledge of the inherent con- 
flicts in our culture and the knowledge gained from World War II 
have demonstrated convincingly that crises in later life can incapa- 
citate even the hardiest person. It is not surprising, then, that PE 
persons who were apparently ‘ normal e in childhood incurred di 
ficulties later in life? An individualistic approach sees melon 
apart from his soc ng and in terms of his own deficits. 


jal setti 
does not integrate the person with his groups, and it does not con- 
ers," Person- 

3 See George S. Stevenson, 


“The Preve 
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own sake, 
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sider the contributing social influences which affect him in his daily 
living. Plant, a psychiatrist, has pointed out that it is not enough 
to try to change individuals only. This purely psychiatric procedure 
is not only an inefficient mode of dealing with the problem of men- 
tal health but also a rather futile flight from the reality of the task. 
Constructive steps will have been achieved when "certain pressures 
of the cultural pattern have been relieved." 1° 

Because of practical as well as theoretical considerations, more 
attention is being devoted to the social settings in which the indi- 


vidual participates. Blackmer, who has observed the mental-health 
services in England, has stated:!i 


From a recognition of the influences of how people are reared, work, 
behave, live, has developed what is now called social medicine, which 
is an aspect—the medical aspect—of sociology. Preventive psychiatry, 
together with preventive medicine as a whole, has its roots in soci- 
ology. 
The Sociological Approach. The sociological approach to per- 
sonal disorders considers the person a participant in a variety of 
social groups, each of which contributes to his stability or insta- 
bility. Consequently, both person and group, as parts of a total 
continuous process, must be considered and act 
tive mental health, Thus, 


of objectives, (2) a set of 
co-operation. 

The Norms of Mental Health. 
illness implies the development 


ed upon in preven- 
mental health has three aspects: (1) a set 
techniques, and (3) public support and 


Any scheme for preventing mental 


1 imp of certain kinds of social relation- 
ships within the culture to foster stable personalities. In our culture, 


which is sharply individualistic, the emphasis can be upon maxi- 
mum personal stability to assure the greatest degree of self-realiza- 
tion. In this personal culture area, Plant's conception of the 
"individual-centered culture” would seem consistent with the ends 
of mental health. He states his position as follows:12 


An individual-centered philosophy focuses its interest upon the per- 
sonality, but as it docs this, it is led out into the entire cultural pat- 
ality, 
gl S. Plant, Personality and the Cultural Pattern, p. 944. (New York: 
1 James S. Plant, son 
Commonwealth Fund, 1937). 
nC, p. Blacker, Neurosis an 
Oxford University Press, 1946). 
1 James S. Plant, Personality a 
York: Commonwealth Fund, 1937)- 


d the Mental Health Services, p. 38 (New York: 


id the Cultural Pattern, pp. 239, 240 (New 
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tern. This is not so much because the personality is discovered: to be 
ina cultural pattern of some sort, as because the cultural pattern is 
discovered existing in the personality. . . . If the content of the per- 
sonality is affected by the cultural pattern and if through changes in 
the pattern we have the easiest approach to changing the personality, 
certain implications follow. Sectors of the cultural pattern can be 
changed; they have been and are being changed. This implies a pro- 
cedure which may be simply set forth, though it might be long and 
tedious of execution. The first step is to discover . . . what the cul- 
tural pattern in its various phases means to the individual and his 
growth. As more is known of the imprint which these various sectors 
make upon the personality, the door is open for conscious social alter- 

ation... . 

Techniques. But these ends cannot be achieved without cultivat- 
ing proper techniques, training adequate personnel, and expanding 
necessary facilities. Mental-health techniques depend upon basic 
research and action research. Basic research is the means by which 
the causes and contributing factors of the varied disorders can be 
understood. Action research is concerned with understanding and 
also with changing the attitudes and relationships of persons in 
different groups. It involves the interaction between hypotheses and 
deliberate social change, for hypotheses are necessary to blueprint 


planned revisions, and planned changes are necessary to test and 


correct hypotheses. : 
The techniques of mental health may differ for different social 
units; each social unit requires a particular kind of knowledge of 
the many problems and tensions with which its members are con- 
fronted. It means that the preventive personnel must become inti- 
mate with the daily problems and conflicts of the persons in these 
social units. For example, preventive work in the Army required an 
intimate knowledge of the soldiers' problems. As Spiegel says:13 


There are those who argue that a doctor is stepping out of his sphere 
when he concerns himself with whether or not mail gets to the men, 
whether or not men are confident in their leaders, whether or not 
discipline is appropriate, whether or not the folks a Home Nes 
what the fighters are doing, or whether or not the workers at m are 
working or the merchants are profiteering. But psychiatric casualties 
are the factors that contribute to anxiety which 
Inerability to mental distortions. Concern 


are real—and these 
a the concern of the army doctor who 


increase the soldier's vu 
about this is no different. from 


? Herbert X. Spiegel, © 
ican Journal of Psychiatry, 


chiatry with Combat Troops," The Amer- 


“Preventive Psy 
** 1944, 101:3, p. 314. 


November, 
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thoroughly delouses hordes of filthy civilians to avoid a typhus epi- 

demic among the oncoming troops. It is detecting and eliminating the 

causes of disease, instead of waiting for them to occur, then attempt- 
ing to treat them. 

When prevention techniques are applied to civilian social units, 
the persons in strategic positions also must be persuaded and con- 
vinced that prevention is essential for the welfare and smoother 
functioning of the group as well as for the benefit of the individual. 

Yet the sums allotted annually to the social aspects of personal 
disorders are a small fraction of the two or three million dollars 
devoted to psychiatric research.!* Prevention is one of the chief 
aims of the National Institute for Mental Health, but during 1948, 
8 per cent of the grants-in-aid were allocated for preventive work 
and 61 per cent for treatment clinics.!5 

Technical Personnel. Despite the high incidence of personal dis- 
orders, technical personnel are relatively few. In 1948 the American 
Psychiatric Association had 4,765 members. Of these members, 1,718 
had hospital affiliations and 351 accepted private patients. An 
estimated 5,000 psychiatrists in this country would mean about 1 
psychiatrist per 30,000 population. The psychiatrists required 
would range from about 15,000 to 19,000.16 

Training a qualified psychiatrist takes a long time. After medical 
training, which, until quite recently, included a minimum of psychi- 
atry in the curriculum, the prospective psychiatrist usually has to 
learn his subject matter almost from scratch. Some psychiatrists are 
well along in their thirties before they become qualified specialists. 
Moreover, nearly all psychiatrists are engaged in the treatment and 


care of disordered behavior, and few are working in the field of 
prevention. 


Psychologists, as part of the clinical team, 


in numbers. They should number about 1 per 10,000 people? Al- 
though the available number of psychologists has been estimated 
at about 1,100 for 1948, many more have been turned out since that 


are growing rapidly 


14 The National Health Assembly, America’s Health, p. 199 (N /ork: Harper 
& Brothers, 1949). i P (New York: P 
1 The National Mental Health Program: Progress Report (Washi : US 
i cost Us 
Government Printing Office, July 15, 1949), port (Washington 


1 "Statistics Pertinent to Psychiatry in the United States," 
vancement of Psychiatry, Report No. 7, March, 1949, 
V Ibid. 
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time.18 In addition to specified training, certificates which signify 
qualified ability are also being required in some states. 

Qualified psychiatric social workers number 1,011. The estimated 
need for public institutions alone is placed at about 6,000.19 Al- 
though there are 5,545 nurses in psychiatric service, few are in the 
field of mental health. In 1947 there were 21,499 public health 
nurses, but most of them did not have adequate training in preven- 
tive mental-health techniques. From 15,000 to 47,000 psychiatric 
nurses are required to meet the present needs in hospitals and in 
public health service. Though some psychiatric training is given 
to about 67 per cent of all undergraduate nurses, this training is 


not sufficient. Less than 12 schools of nursing offer postgraduate 


courses in psychiatry, and less than 50 nurses are equipped to teach 
and supervise public health techniques.?? P 
The shortage of qualified personnel is especially felt in rural 
areas. Qualified personnel concentrate in urban communities be- 
cause of better facilities and living conditions. For example, in 1941. 
New York had 585 psychiatrists, but Nevada had none. Since World 


War II, the distribution to rural areas has improved slightly. (See 


Map 5.) 


Attitudes of the Public. Effective prevention depends upon the 


support and co-operation of the community. Public information 
and education in the principles of mental health, therefore, become 
essential and in keeping with a democratic framework. Felix states: 
"If we ever hope to get acceptance of psychiatric services in the 
community, if we ever hope to get the ‘unseen’ volume of mental 
diseases under treatment, we must create understanding on the part 


of the public.” 2i 
Co-operative action by the pub 
est groups must participate JoInty, 
aa Od Ad and the lay groups. On the one hand, -if the 
expert disregards the advice of the group, democratic participation 
in the group may break down. On the other hand, if the expert 
f enthusiastic but uninformed persons, the 


overappeases the wishes o: 
ts may be diverted from the demonstrable needs of the group. 
th Assembly, America's pealine p- gm 

bly, America's Health, p. b Y 
aiae Plans of the United States Public Health 


July; 1946, XXX, p. 383. 


lic also becomes vital. Varied inter- 
and a balance must be struck 


15 National Heal 
: National Health A: 
? Robert H. Felix, 

Service," Mental Hygiene, 
2 Ibid, p. 387. 
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In the sections to follow, we will describe the need for preventive 
programs in varied social units and assess the types of preventive 
techniques and programs which áre used in specific social units 
such as the family, the school, the local community, and iudussy. 
all of which are phases of a total social continuum. These focal 
social units are the areas in which unstable persons can be detected. 
At the same time, however, the attitudes, relationships, and proce- 
dures of these groups frequently require revision in order to con- 
tribute more effectively to personal stability. 


The Family 


Since the influence of the family is so decisive upon personality 
development, it can be considered the hub of personality stability 
or instability. In this situation the home setting and the family 
e considered parts of an integrated pattern. 

Housing and the Family. Insofar as the home setting affects fam- 
ily relationships, it obviously influences personality development. 
The main difficulties in housing are overcrowdedness, inadequate 
facilities, and lack of sanitation. Overcrowdedness can destroy per- 
sonal privacy, make the child calloused to the sexual activities of 
parents, even induce personal shock. It can irritate and create ten- 
sion among the family members. Plant pointed out "that the crowd- 
ing of individuals repeatedly disillusions children.” ?? In extreme 
instances, overcrowded conditions can indirectly or directly con- 
tribute to incestuous behavior. In a study of housing and incest, it 
was found that the homes in which incest occurred were more over- 


crowded than those for the average population. Moreover, many 
below the standard necessary for minimum 


relationships can b 


of these homes were far 


health. 

When families double up, tensions multiply, especially in couples 
who live with their in-laws. Marriages which have ended in divorce 
because of these inadequate living arrangements have adversely 


affected the marital partners and their children. 
Inadequate facilities in the home can also affect personal growth. 


For example, in 1940, 78.9 per cent of the rural farm dwellings, 51.2 
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per cent of the rural nonfarm dwellings, and 8.6 per cent of the 
urban dwellings had outside toilets.?* These external factors may 
have an indirect effect upon personality development. Goldman 
and Bergman found that outside latrines had some effect in the 
higher incidence of enuresis among Negroes. The very fact that a 
child in this situation had to get out of a warm bed and go to a cold 
latrine could swing the balance in favor of enuresis. We do not 
know whether rural persons have higher rates of enuresis than 
urban persons, but perhaps this phenomenon illustrates the relation- 
ship between some personality difficulties and dwelling facilities. 

Although no definitive studies have shown the direct effects of 
improved housing upon personal disorders, a time study has been 
made between improved housing and the rates of juvenile delin- 
quency. In this study of 317 New Haven families, the rate of de- 
linquency was 3.18 for 100 children aged 7 to 17 before they 
occupied the new dwellings in a local housing authority. After they 
occupied the new dwellings, the rate was reduced to 1.64 per 100 
children. The rate declined in the face of the fact that delinquency 
actually increased in the city during this period. 'Thus, improved 
housing can contribute to the reduction of juvenile delinquency-?* 

Perhaps the reduction of overcrowded, inadequate, and unsani- 
tary housing might lessen existing conflicts within the family and 
might indirectly contribute to personal stability, at least in some 
families. As yet, we have no systematic knowledge of the specific 
correlation of these facts. Attempts to meet the problems and the 
shortage of housing by some kind of concerted planning, 
have been resisted by vested-interest groups, 
are scattered and haphazard rather than 
certed. 

Family Relationships. Since the famil 
sonality development, the parents, 


however, 
and at best, these plans 
concentrated and con- 


y is the focal group in per- 
particularly the mother, often 


?! Sixteenth Census of the United States, 1940, Housing, General Characteristics 
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have to be treated as well as the disturbed children. In this respect 
the "attitude therapy" of D. Levy has been effective and has m 
widely accepted. The child is treated by the psychiatrist and the 
mother by the psychiatric social worker. The workings of this tech- 
nique can be seen in the following case of Mrs. F.:°7 


It became clear at a certain state in the treatment that no matter 
what progress was made with her daughter, she would in some way 
provoke the child to defiant behavior. In the interviews she always 
asked such questions as: “What would you have done in this case? 
"This is what I did." She would then give an instance of the impudence 
of her daughter and of her method of punishment. No matter what 
the social worker replied, she would proceed to defend her own 
methods and follow with further complaints about the daughter. 
Using the numerous situations as convincing material, the worker 
showed the mother how every one of them was a pattern. For example, 
the daughter, then age fifteen, had lost a hat and had told the mother 
of her numerous unsuccessful efforts to find it. To the daughter's 
recitation the mother made no response. This incident occurred in the 
presence of a neighbor who said to the mother, "I admire your pa- 
tience.” Thereupon the mother, looking angrily at the daughter, 
said, “If you had a daughter like mine, you'd have to learn patience.” 
To this challenge the daughter responded by telling the mother she 
needn't get so nasty about it; she really had tried to look for her hat, 
and it was no fault of hers, etc. The scene finally ended at home with 


the mother’s punishment of the daughter by deprivation of a privilege 

and a feeling on the latter's part of cruel and unfair treatment. 
It was shown that every situation contained the same pattern. With 
ction a clash of person- 


the slightest provocation, the mother set into a 
alities that ended, from the mother's point of view, in merited punish- 
ment. It must be added at this point that the mother's willingness to 


see in these situations a problem in her own attitude is made possible 
by the release of hostile feelings in recounting numerous incidents re- 
lated to this pattern. ]t was important, therefore, that the worker 
refrain from interrupting such disclosures by rushing to the defense of 
the daughter, telling the mother how wonderfully she was regarded 
by the teachers, psychologists, etc. On the contrary, thc worker inter- 
rupted at one stage only to make possible freer expression of the 
mother’s hostile feelings, knowing that if the mother were put on the 
defensive, she would be in the position of having to prove how diffi- 
cult the daughter was, justifying herself for punishing the a n 
keep her conscience clear. The illustration is used to indic E bow 5 e 
method of giving insight, so that it will be therapeutically effective, be- 
l of Orthopsychiatry, 
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comes an integral part of the treatment. Assuming that the mother is 

convinced that the difficulty with the daughter clearly involved certain 

difficulties in herself, she is in a position to understand the need of 
attitude therapy. 

Apparently, techniques for changing parental attitudes are 
known and applied, but these changes should be applied before as 
well as after a child becomes disturbed. Though the knowledge, 
the techniques, and some personnel are available, this information 
is not widespread enough and is not used enough. 

Family Guidance. Families are in a stage of transition and confu- 
sion, and many need guidance. Urbanization has affected the rising 
status of women, heightened individuality, affected the marriage 
bond, and resulted in the declining authority of parents, the greater 
freedom of children, revisions of the sex mores, and the displace- 
ment of some family functions by industry and the state. Obviously, 
many parents are troubled; and their attitudes are reflected in their 
own relationships and in their relationships with their children. 
Blind adherence to family traditions no longer holds; hence, pa- 
rental guidance becomes essential. 

Counseling, which uses scientific techniques, strives to alleviate 
conflicts among family members—between parents as well as be- 
tween parents and children. Family counseling centers have been 
established at many universities and in many large cities, but, family 
counseling in the rural areas remains a future prospect. Child guid- 
ance clinics also have been established in many states, but 25 states 
have no type of psychiatric clinic.2s Some clinics not only treat chil- 
dren but also educate parents. For example, in 1935 the New Jersey 
Division of Maternal and Child Health began to include mental- 
health efforts in its Beneral health program. 


In 1939 the New York Bureau of Mental Hygiene of New York 
City began an educative 


y lectures. In addition, pam- 
€rs who tried to apply the in- 
hips. Nurses then interviewed 
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the mothers to determine the effectiveness of the instructions. B 
these interviews changes were suggested and incorporated into ind 
instructions.?? 

Though preventive and early treatment measures in the family 
are necessary for childhood stability, these measures are not enough. 
Preventive devices must be extended to the school and continued in 


other social groups. 
The School 


The Teacher and the School. The school is the first sustained 
separation of children from their families. This separation requires 
their reorientation to new persons—schoolmates and teachers. In 
this new setting the teacher is in a strategic position to detect emo- 
tionally disturbed children; and the need for prevention and early 
treatment is great. 

In a study of third- and sixth-grade children from farm, nonfarm, 
and city dwellings in Miami County, Ohio, Mangus found that 
about 1 out of 5 children was seriously disturbed in some manner. 
Of 1,500 children who were tested, he found about 43 per cent were 
maladjusted in some way, and 19 per cent were very maladjusted. 
In a follow-up study one year later of 340 children, Mangus found 
that 80 per cent remained on about the same level of adjustment, 
16 per cent improved, and about 4 per cent became worse. In gen- 
eral, this study points to the wide prevalence of disturbed children 
and to the fact that the family, the school, or both may have con- 
tributed to their disturbance.*° 

A mental-health program within the school would require: (1) 


educating teachers for preventive purposes, (2) recruiting stable 


teachers, (3) obtaining adequately trained visiting teachers, and 


(4) enlisting th 

Teachers can 
they require the co-operati 
ful technical consultants w 
in which they work. For example, in nursery day nc 
helpful consultants had previous experience in and were familiar 


e help of parents. 
be trained to detect disturbed children, but often 


on of skilled consultants. The most help- 


ould be acquainted with the special field 
centers the most 
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with this field; those with inadequate professional training or pre- 
vious experience were less helpful.31 À : 

Despite agreement that the teacher's personality is very important 
for educating children,?? teachers are still selected primarily on the 
bases of knowledge of subject matter and formal teaching skills 
only. Yet studies reveal that as many as 15 per cent of teachers are 
maladjusted and can be emotionally harmful to the pupils. The 
National Education Association has emphasized that emotionally 
unstable teachers can become so harmful to their pupils that they 
should not be allowed to teach. Such teachers may be very de- 
pressed, markedly prejudiced, intolerant, bitingly sarcastic, or 
extremely irritable, or may habitually scold their pupils. Although 
such teachers need psychiatric help, they should not teach while 
they are being helped.+ 

The dilemma of selecting stable and competent teachers is obvi- 
ous. High standards are expected, and rewards are scant. Only 
when the incentives are adequate can criteria of personal stability, 


as well as knowledge of subject matter and training, be considered 
in the selection of teachers. 


In some urban areas, the visiting teacher, formerly called the 
truant officer, represents the liaison between family and school. 
Many problems which arise in school result from personal problems 
in the family and in the community. The visiting teacher, by dis- 
covering these problems, can help the parents and the teachers work 
together for the benefit of the child. 

When visiting teachers are adequately skilled and not overloaded 
with cases and clerical duties, their performances can be very help- 
ful. Many “visiting teachers," however, lack training, are preoccu- 
pied with trivial duties, and are really “truant officers" with a new 
name. On the other hand, many rural communities still have "tru- 

ant officers” in name as well as in function. 
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The Parent-Teacher Association, which is the most appropriate 
organization for facilitating the relationship between parents and 
teachers, provides an opportunity for educating the parents about 
the emotional problems of their children. But no definitive studies 
of the effects of these parent-teacher relationships as a mental- 
health measure have been made. 

Mental-health Programs in Elementary Schools. A three-year 

mental-health study has been in progress at Public School Number 
53 in Manhattan, New York City.?5 This school is situated in the 
poorer and more deteriorated section of the city. The purpose of 
this study was to understand the varied social groups and the many 
needs of the children, and to provide them with a "realistic" guid- 
ance program by assisting the teachers in understanding the chil- 
dren. 
Although this project seems to have a sound approach, results 
are vague; namely, that most children responded normally to their 
environment on the basis of their intelligence and personality en- 
dowments and that the teachers responded favorably in their daily 
relationships with students. 

Other representative. preventive projects in the primary and 
secondary schools are the "Force Project,” the “Ojeman Project,” 
“Forest Hill Village Project,” and the “Bullis Project.” 38 We 
f the “Bullis Project.” 


for Mental Hygiene spon- 
the sixth 


the 
will describe briefly the procedures o 

In 1941, the Delaware State Society 
sored weekly sessions in human relations for students in 
and seventh grades.** These classes lasted ten weeks and consisted 
of thirty lesson plans, such as “Public Enemies of Good Human 
Relations,” “How Personality Traits Develop,” “Our Inner Human 


Drives,” and so on. 
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After the teacher read a story involving certain personality prob- 
lems, the students were encouraged to discuss the emotional 
problems, the solutions, and the motivation of the characters in the 
story, and to relate personal experiences which paralleled those in 
the story. By verbalizing their problems, the students presumably 
would gain more insight into them, and would learn that their 
problems are not unique but common, and generally would discern 
the importance of emotional reactions, such as worry, in human be- 
havior. This effort as a form of improvised group counseling may 
be helpful to the students insofar as it possibly can lead to emo- 
tional support from their classmates and from the teacher. But 
whether this actually results can only be determined by further 
study. At present, human relations classes have been adopted by 
many schools in other states, so that more than 200,000 students 
are in these classes annually. This project would require more con- 
trol of the sessions and a follow-up of disturbed students 
of other students. The disturbed student who divulges his conflicts 
may become more miserable, especially when no follow-up inter- 
views would help him solve these conflicts. As a means of detecting 
disturbed and shy children, however, this classroom technique may 
have Promise. Yet this approach to prevention is based upon the 
question-and-answer method, in which students raise their hands 
and are called on by the teacher. Their answers have moral implica- 
tions insofar as the teacher States whether these answers are right 
or wrong, and usually regards conformity to the existing mores 
equivalent to personal happiness. The course in human relations 
1s not integrated with the rest of the curriculum and does not lead 
to concerted application in daily living, 

In general, these programs, with the possible exception of the 
“Bullis Project,” are experimental and somewhat localized but have 
favorable possibilities. These Programs are among the few at- 
ese programs, preventive work in the varied 


s informal and unsystematic. 
trend in community-centered education may lend itself 


programs. The obstacles to preventive work, howeve 
Among them are the overcrowded schools 
teachers, the tendency to accept emotionall 
the questionable belief that mere discussio 
sarily correct emotional difficulties. 


as well as 
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to preventive 
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College. Less than 15 universities and colleges have adequate 
psychiatric counseling services, although the number with psycho- 
logical counselors is perhaps much greater.?* Undoubtedly, facilities 
for caring for disordered persons in colleges are woefully inadequate, 
and the need is great. Many freshman college students, who have left 
home for the first time and who have had domineering or overindul- 
gent parents, find the transition difficult. Pressing conflicts can de- 
velop. Some may need emotional support to substitute for their 
family relationships. Also, the problems in the college environment 
may readily disturb some students. Clearly, a means of detecting 
those who are disturbed and those who may become disordered be- 
comes rather vital in college. 

In 1926 a mental-health project was begun at Yale. During a ten- 
year period, 1,257 full case studies of students were accumulated.*® 
About 47 per cent required more than a few treatment interviews to 
correct their emotional problems; only 116 cases, or 8 per cent, who 
were seriously disturbed or psychotic, were regarded as “abnormal.” 
The others were evaluated as “normal” individuals who encoun- 
tered difficulties which they could not solve themselves and reacted 
by emotional or physical disturbances.*° 

The personality problems of the students were of two general 
types. They included distorted relationships with the family and 
with other persons, and the "school problem," covering social fail- 
ure, inadequate vocational choice, and scholastic failure. 

The aim of the project was to diagnose and to treat personality 
problems, and, sometimes, to expedite the student's adjusument by 
environmental manipulation. Students who were rejected by a 
fraternity or other groups, or who were excessively dependent upon 
their families, or who were economically handicapped became emo- 
tionally disorganized and needed psychiatric attention. By detecting 
the effects of extra-academic and academic relationships upon stu- 
dent adjustment, the clinicians recognized that students were not 
merely scholastic creatures limited to college influences but had 
multiple and contradictory motives. The clinicians not only aimed 
to treat students in the early stages of their disorders but also strived 
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to increase personal stability and independence by aiding them to 
attain "mature self management." 

No doubt intensive mental-health programs are necessary in 
colleges. These programs could enhance the academic performance 
of some students and redirect the aspirations of other students with 
lesser abilities to more attainable goals. The Commonwealth 
Fund, in collaboration with several universities, such as Cornell, 


Cincinnati, and Harvard, has attempted to implement mental- 
health clinics in the general health program.#? 


Local Community 

The local community is perhaps the most feasible unit for 
ning preventive programs. Although cert 
ization may obtain in all communities, ea 
peculiar problems. Hence, these conflict: 
when attacked at the local level. 

The National Health Assembly has recommended that local 
communities set up voluntary community councils composed of 
representative interest groups whose aim would be primarily edu- 
cational.? Assisted by experts, they would uncover the specific per- 


sonality problems and would propose plans of action to meet these 
problems. 


plan- 
ain features of disorgan- 
ch community has its own 
s can be understood best 


Community research has been directed mainly to allocating and 
to ascertaining the extent of personality problems in given com- 
munities. Ecological distributions of delinquency have furnished 
the facts for preventive efforts by pointing out the areas of greatest 

` delinquent concentration.44 Similarly, the areas of heaviest concen- 
tration of schizophrenic and manic-depressive disorders could also 
be the bases for treatment efforts. In slum residential areas catatonic 
schizophrenics are often concentrated. In rooming-house areas para- 
noids are most frequent. These ecological studies, as bases for more 
intensive social psychological analyses, could provide the know 


ledge 
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for preventive programs.** At the least, the residents could be edu- 
cated to use the facilities which could handle their problems before 
their disorders became too serious. 

In a study of a predominantly native white population, 96.8 per 
cent, in a rural and semirural area of Miami County, Ohio, Mangus 
and Seeley found, by a cautious estimate, that 5,000 to 10,000 persons 


“out of about 52,600 persons, or 10 to 20 per cent, required profes- 


` 


sional counseling services.*? They found that about 1 person out of 
10 had been rejected for military service and that 109 persons were 
committed to mental hospitals during the years 1940 to 1945. The 
rates of rejection for military service were higher among farm than 
nonfarm persons, and the incidence of personal disorders was higher 
among farm workers than among persons in other occupational 
groups. This study shows that farm dwellers are not free of personal 
difficulties. The farm may be advantageous for younger children; 
it is less advantageous for older persons. Despite the prevalence of 
maladjusted persons in many local communities, as these studies 
show, few preventive programs are in process. We will describe the 
representative programs. 

Community Mental-health Projects. A clinic-centered community 
mental-health project in Prince Georges County, Maryland, was 
designed to study methods by which a mental-health program could 
be made a part of an over-all health program for the county.** It 
strived to demonstrate the importance of psychiatric treatment for 
existing disorders and to cultivate confidence among the residents 
in the mental-health principles of the clinic. Each case provided a 
basis for study of the friction points in the community which con- 
tributed to the particular disorders. These friction points revealed 
where preventive action might have averted the personality disturb- 
ance. The functions of the clinic consisted of (1) individual service 
and treatment, (2) community activities, and (3) demonstration. 

From January, 1948, to January, 1949, 423 patients were seen in 
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the clinic. Of these patients, 281 were under and 142 were over 18 
years of age. These patients were referred by physicians, ministers, 
the probation department, and social agencies, as well as by rela- 
tives and friends; some came on their own initiative. Treatment 
was concentrated upon those persons whose emotional problems 
interfered with their participation in the family, in the school, or 
in the work situation. The seriously disturbed persons were referred 
to other places for more intensive therapy. 

The results of this work show an impressive start: 18 patients who 
might have required institutional care in a general mental hospital 
were able to participate in the community; 4 persons who attempted 
suicide were reasonably well adjusted; 5 potential divorces were 
averted; and 16 families improved their economic status because 
the patients were either able to accept employment or to change to 
full-time employment. 

The community activities consisted of studying ways of integrat- 
ing the mental-health program with the general health program of 
the county, by mothers' discussion groups in prenatal and well-baby 
clinics, and by conferences with parents. A part-time clinic, held 
twice monthly, was established in a rural area; greater co-operation 
was fostered with the schools, and the clinic served as a demonstra- 
tion center for visitors from other counties and states. 

The "Peckham Experiment." As distinguished from the clinic- 
centered mental-health program, the “Peckham Experiment” in 
London attempted to integrate the families by a recreation and 
health center. Though this center provided many recreational 


facilities and some counseling services, its effectiveness in an encom- 
passing community health program was very limited. At best, it 
reduced family isolation in an urban community and provided cer- 
tain satisfactory social outlets for parents and children, but it over- 
looked the more intricate and subtle f. 


1 à acets of family relations which 
could contribute to disordered conditions. 


"Total Approach" to Community Problems. 
community problems has been advocated by 
the Yards Council.:? Though oriented to delin 
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communities of lower income levels, this approach also could per- 
tain to mental-health programs. After the people in the community 
were organized, these "grass roots" organizations would deal with 
all social problems and would not be limited to one problem. For 
example, mental health alone could not be stressed unless poor 
housing, inadequate schools, lack of recreational facilities, and un- 
employment were also considered. This approach opposes special- 
ized community councils which do not recognize the integration of 
all problems, and which do not help the people solve their own 
problems. 

Yet this approach would require an indefinite wait before any 
results could be achieved. The specific techniques required for solv- 
ing mental-health problems could be attained by immediate social 
action. Finally, this approach applies mainly to communities of 
lower income levels and does not include communities of higher 
income groups. 

Nevertheless, it is hard to deny that an integrated approach to 
community problems in the family, school, recreational centers, and 
industry could eliminate needless overlapping of functions among 
different agencies. 

Important Personalities in the Community. The strategic person- 
alities in the community, for instance the doctor and the clergyman, 
could help detect disordered behavior before it becomes serious. 

The Medical Doctor. The doctor can become a significant person 
in detecting the early stages of personal disorders among his patients 
when he has some knowledge of the emotional basis of disordered 
behavior. Generally, the patient seeks relief from his physical dis- 
orders and often overlooks his emotional difficulties. The doctor has 
the unique opportunity to determine when these illnesses are com- 
plicated by or are the results of personality disturbances. 

The rural practitioner who has a relatively intimate history of his 
patients is in an especially favorable position to detect these dis- 
orders. A working knowledge of psychiatry can become extremely 
useful, even for treating physical illnesses which are so often ad- 
mixed with emotional conflicts. 

During World War II, thousands of soldier patients were referred 
to psychiatrists by medical doctors. To offset this tendency, in part, 
the Army had to prepare a bulletin to instruct the Army doctor 
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about disordered behavior." Doctors who are unaware of the emo- 
tional aspects of illness may tend to overexamine the patient in the 
vain effort to discover a physical cause for the symptoms, may dis- 
miss the patient's complaint with "nothing is the matter," may 
ignore or neglect the patient, scold or kid him, or express their own 
annoyance at the patient's lack of improvement. . 

Apart from referring emotionally disturbed patients to the psychi- 
atrist, the medical practitioner must use his knowledge judiciously, 
for treatment of emotional difficulties requires a knowledge of 
psychotherapy and often takes a long time. Yet the doctor may be 
able to resolve mild family tensions, or he may emotionally support 
the patient who could then perform his daily routine without aggra- 
vating his condition. ‘ 

The Clergyman and the Church. The clergyman is a crucial per- 
son in helping uncover potential and actual disorders among his 
church members. Often consulted about personal matters, he has a 
direct and indirect influence upon the members. Frequently, he is 
close to the family during the critical periods of birth, marriage, and 
bereavement, and he provides the cultural outlets to these emotional 
reactions. Moreover, the clergyman can provide the type of religious 
values which can help to integrate the personality. In 1933 Boisen, 
recognizing these facts, attempted to acquaint pastors with counsel- 
ing functions. Since then, pastoral counseling has become wide- 
spread among the clergy. In 1941, 18 out of 90 theological schools 
trained their students in clinical techniques.? More recently, about 
2,000 clergymen and theological students have had a period of 
internship in hospitals and clinics. Pastoral counseling is gradually 
becoming a systematic practice in which the minister can become 
adept at relieving and resolving personal conflicts or at least in 
emotionally supporting some of his parishioners.53 The prestige of 
the pastor is such that he is a "natural" for counseling. Seeing many 

% William C. Menninger, Psychiatry in a Troubled World, pp. 447-448 (New 
York: The Macmillan Company, 1948). See “Neuropsychiatry for the General 
Medical Officer," Mental Hygiene, October, 1945, XXIX, pp. 622-643. 

9 See Anton T. Boisen, "Clinical Training for Students of Theology in the 


Service of the Mentally Ill,” Elgin State Hospital Papers II, 1936, pp. 154—160. 


?Seward Hiltner, "Religion and Pastoral Counseling," American Journal of 
Orthopsychiatry, January, 1947, pp. 21-26. 


5 Thomas A. C. Rennie and Luther E. Woodward, Mental Health and Modern 
Society, p. 239 (New York: Commonwealth Fund, 1948). 
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persons in the throes of personal and familial crises, he is in a posi- 
tion to avert more serious disorders. 


Industry 


Employees in industry are not merely parts of an economic sys- 
tem; they are parts of a social process which is integrally related 
with outside social influences. Their interests, productivity, and 
morale in the particular industry result from their working condi- 
tions, from interemployee and employee-supervisor relationships, 
and from past and present relationships in outside groups. Em- 
ployees prone to continued absenteeism, to accidents, to excessive 
fatigue, to psychosomatic ailments, or to nonco-operation have been 
influenced by one or a combination of these social situations. Yet 
the sources of these disturbances, when uncovered, reflect the singu- 
lar personalities involved and also reveal the areas of tension and 
discontent among employees generally. 

Studies by Roethligsberger and Dickson, and others, show that 
the individual worker cannot be understood apart from his social 
relationships and from the meanings of his relationships.95 For ex- 
ample, when employees reacted favorably to rest pauses, they felt 
that these pauses were for their health rather than for speeding up 
work. Workers who engaged in repetitive and monotonous tasks 
offset their brooding by communicating with each other. Innova- 
tions in plants which did not consider employees' social interpreta- 
tions tended to disrupt rather than to facilitate efficient functioning 
in the factory. Even levels of wages could be best understood in the 
social context rather than as abstractions.56 

Studies of the prevalence of the personal disorders in industry are 
few, and programs of mental health in industry are fewer. None- 


"See Seward Hiltner, "Religion and Pastoral Counseling," American Journal 
of Orthopsychiatry, January, 1947, pp. 21-24. 

% John F. Roethligsberger and W. J. Dickson, Management and the Worker 
(Cambridge, Mass.: Harvard University Press, 1943); also John F. Roethligsberger, 
Management & Morale (Cambridge, Mass.: Harvard University Press, 1941); Elton 
Mayo, The Human Problems of an Industrial Civilization (New York: The Mac- 
millan Company, 1935); V. V. Anderson, Psychiatry in Industry (New York: 
Harper & Brothers, 1929); Luther E. Woodward and Thomas A. C. Rennie, Jobs 
and the Man (Springfield, Ill.: Charles C Thomas, Publisher, 1945). 

? John F. Roethligsberger and W. J. Dickson, Management and the Worker. 
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theless, the need for maintaining the physical and mental health of 
employees is increasingly recognized.57 

Preventive Mental Health in Industry. One problem which may 
have to be overcome in an industrial mental-health program is en- 
listing the co-operation of management and labor5$ On the one 
hand, management would have to be reoriented so that workers are 
treated as persons and not as labor commodities. On the other hand, 
the stigma associated with personal disorders would have to be 
reduced markedly among the workers and supervisors in order to 
enlist their co-operation to seek treatment when it is necessary. Yet 
the actual treatment facilities in a factory may necessarily have to 
be limited to mild disorders. 

Preventive measures, apart from actual treatment of mild dis- 
orders, require the selection of stable and co-operative personnel, 
the elimination of tension-inducing conditions, and the resolution 
of conflicts among employees.59 " 

Himmler studied the maladjustments of employees in a factory 
of 2,200 workers. The plant physician recorded his informal ob- 
servations of the mental and emotional stability of 
About 3 per cent of these applicants w 
because of personal instal 
To determine the reliabil 
employees who worked in 


distrust, slow mental processes, 


In an attempt to train foremen as counselors, 


lectures, conferences, and direct individual interviews to help fore- 


also interviewed 


See Russel Fraser, Incidence of Neurosis among Factory Workers, P- 14 (Lon- 
don: His Majesty's Stationery Office, 1947); Ernest H, Copel, “Problems of 
Neurosis in Industry,” Practitioner, 1942, p. 356. 

See Lawrence S. Kubie, "Psychiatry and Industry," 
1945, 29, pp. 201-204. 

? Christopher Leggo, Stanley G. Law, 
atry in the Community of Oak Ridge," 
pp. 243-254. 


?L. E. Himmler, “Current Trends in Industrial Psychiatry," The American 
Journal of Psychiatry, 1943, 103, pp. 149-153, 
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and Eric K. Clarke, "Industrial Psychi- 
' Industrial. Medicine, April, 1946, xv, 
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employees in the presence of the foreman in order to give the 
worker an "impartial" hearing and at the same time to instruct the 
foreman in interview techniques. The chief tangible result was that 
the foremen, impressed by the technique, wanted help for their own 
personal problems.! Though foremen might learn to understand 
their workers more clearly and might detect disturbed workers, it 
is doubtful whether they could become effective impartial therapists. 

Lewin has illustrated how overlapping authority created a per- 
sistent conflict in industry among the mechanic, the supervisor, and: 
the operators, and how this conflict was resolved.9? 

Indeed, intensive research in and the application of social dy- 
namics are necessary in industry, but with the joint approval of 
labor and management. It would be necessary to find the broadly 
inherent conflicts between labor and management which exaggerate 
interpersonal conflicts and which confuse the essential issues; the 
resolution of these conflicts might benefit both groups. Good pro- 
duction tends to heighten morale; low production tends to lower 
morale.93 

The reverse can also be true. Roethligsberger has pointed out 
that the amount of time which subordinates devote to thinking 
about their superiors, both on and off the job, is tremendous, and 
that this form of preoccupation has contributed not only to anguish 
but also to emotional disturbances and disorders. Since the human 
factor is often omitted from the process of industrial efficiency, the 
personalized feelings of employees are neglected. As a result, both 
personal stability and actual efficiency are affected adversely. 

By facilitating the communicative process between management 
and labor, by clarifying the issues of conflict, and by improving the 
sources of information to the public, much could be done to mini- 
mize the broad aspects of industrial conflict. Within this framework, 
more effective programs of mental health could be achieved. This 
program of mental health in industry would not only require the 
advice of a clinical team but would have a productive arrangement 


“L, E. Himmler, “Psychotherapeutic Aspects of Foremen Contacts,” Mental 
Hygiene, 1945, 29, pp. 106-115. 

“Kurt Lewin, “The Solution of a Chronic Conflict in Industry," Resolving 
Social Conflicts, pp. 125-141 (New York: Harper & Brothers, 1948). 

“John F. Roethligsberger, Management and Morale (Cambridge, Mass.: Har- 
vard University Press, 1944); also see his, “The Foreman—Master and Victim of 
Double Talk,” Harvard Business Review, Spring, 1945, 23, pp. 283-299. 
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which would minimize tensions among the workers and among the 
supervisors.°* 


“Displaced” Persons: the Unemployed and the Aged 


Persons who are economically displaced and handicapped, such 
as the unemployed and the aged, are especially vulnerable to emo- 
tional disturbances. Their limited participation in the economic 
and social life of the community can create aggravated conflicts and 
problems which are outgrowths of the social situations in which 
they find themselves. 

The Unemployed. Halliday has pointed out that in the distressed 
areas of Scotland where unemployment was high, the rates of 
psychosomatic disorders also increased. Malzberg has shown that 
schizophrenic and manic-depressive disorders increased during the 
depression and during unemployment.9* 

The effects of the socioeconomic cond 
be overlooked when the individual's de 
While it is true that disordered persons 
ticipate successfully in economic life, tł 
fact of the influence of econo 
Eisenberg and Lazarsfeld hav 
become demoralized, to feel 


ition upon the person can 
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The Aged. Aged persons, 65 and over, represent one of the most 
formidable challenges to our society, especially in the field of 
mental health. The number of aged people has increased to over 
11,000,000 for 1950, and continues to increase, but means have not 
been worked out to care for many of the aged who have been dis- 
placed in economic and social life. 

Many aged persons are the victims of the smaller family and the 
smaller home. No longer deferred to as formerly, they become in- 
creasingly dependent upon the family for social companionship as 
well as for economic aid. Differing in their tastes, often rigid and 
petulant, they find that they cannot fit into the family scheme in a 
satisfactory manner. Since facilities for their care are few, and since 
private sanataria are expensive, many families absolve themselves 
from further responsibility by committing their aged relatives to 
mental hospitals. 

Yet older persons in the higher income brackets have definite 
social and personal problems, especially with reference to finding 
new interests and in sustaining new companionships. Those who 
have been oriented toward an intense work routine 'find that the 
transition to a more leisurely life is both irksome and trying for 
them. 

Moreover, the character of our culture is such that the interests 
and diversions that are emphasized in mass mediums of communi- 
cation tend toward the likes of the adolescent. Clearly, aged persons 
are not “older adolescents," and their cultivation of tastes should be 
in keeping with their more mellow years. 

The institutional changes which are necessary to accommodate 
the needs and tastes of the aged have only begun to be worked out. 
Although research is being carried out in the psychiatric, psycho- 
logical, and sociological aspects of aging, the actual institutional 
needs trail far behind. i 

A general and concerted program for reorienting the aged to their 
lives of leisure, coupled with adequate pensions for those who need 
them, would go far toward instilling purpose and self-reliance 
among an age group that is still very much neglected in our ` 


society.9* 
55 George A. Lawton, New Goals for Old Age (New York: Columbia University’ 
Press, 1944). 
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Cultural Problems in Prevention 

Despite some advances in preventive mental health, inherent 
obstacles in our culture can and do retard this progress. 

First, the highly individualistic, competitive, and mobile culture 
makes conflict and isolation inevitable. The expedient and segmen- 
tal attitudes among persons in institutional life can lead to tension, 
hostility, and anxiety. Since persons are evaluated in terms of the 
norms of a given institution, whether in industry, in school, or in 
the community, their emotional néeds are often overlooked. The 
total pattern of these impersonal institutions may tend to minimize 


the personal reactions of people who are in need of help but who 
have no place to seek it. 


Second, the attitudes toward failure are very harsh, and there are 
few outlets for this predicament. Within our Society the aspiring 
and climbing person has no satisfactory outlets for failure in his 
career. The function of religion becomes a vital force, and the need 


for treatment techniques to reorient these persons who have failed 
are necessary to avert mild and severe breakdowns. 
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Sixth, the character of impersonal urban living has tended to 
revise and even to corrode many of the personal relationships which 
are essential to sustained emotional balance. As a result, many per- 
sons are emotionally isolated, families are in a state of transition, 
and no immediate substitutes for these conditions are accessible in 
the foreseeable future, except in part by the use of psychotherapy 
and counseling. 3 

Seventh, along with the urban changes and the increase of leisure 
time, many adults have been unable to profit by their leisure.9? 
Life among the aged, as we have shown, can become boresome and 
even meaningless. These orientations require extensive programs 
of re-education. 


Summary 


Effective programs for preventing personal disorders require the 
co-operation of many disciplines dealing with personality and 
the group, the training of technicians, and the co-operation of the 
society at the local, state and national levels. Since society is a con- 
tinuum, and one social unit influences another, for practical pur- 
poses it is necessary to have a point of departure by which to detect 
unstable persons and by which to heighten the stability of personal- 
ities. Despite the pressing need for preventive programs, few are in 
operation, and these few are in the beginning stages. The family, 
school, local community, and industry are the significant social units 
in which complete or partial preventive programs have been tried. 

Displaced persons, such as the unemployed and the aged, are 
continuing challenges in our culture, and programs of reorientation 
for both groups must be implemented to avert breakdown. As yet, 
these programs are slow to come. 

Indigenous to our culture are certain obstacles to personal sta- 
bility. These obstacles include the impersonal and segmental rela- 
tions in institutions; the few outlets for economic failure and feelings 
of personal failure; the stigma attached to personal disorders, espe- 
cially psychotic disorders; the resistance to social change and welfare 
programs; the prevalence of malnutrition, inadequate housing, and 
economic insecurity; the personal isolation; and the inability to use 


leisure time effectively. 
* See David Reisman, The Lonely Crowd (New Haven: Yale University Press, 
1950). 
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first admissions by diagnostic types 
in, 363 (table) 
functions of, 376-386 
hopeful patients in, 432-437 
increase of first admissions in, 362 
(table), 363 
increase of re: 
367 
informal organization in state, 386, 
387 " 
length of hospitalization in state and 


private, 369, 370 


sident patients in, 366, 
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Mental hospitals (Cont'd) 
mass custody and individual therapy, 
402-405 
media for improvement, 402, 403 
overcrowdedness in, 370 (chart), 371 
patient companionships in, 444 
patient employment in, 380, 381 
piling up of patients in, 367, 368 
politics and, 406, 407 
premature discharges from, 372, 373 
psychologists in state, 394-396 
psychotherapy in, 385, 386 
shock therapy in, 384, 385, 433-437 
social structure of state, 375, 376 
social workers in, 392 (map), 393 
state and private compared, 403-405 
trial visits in state, 447, 448 
to which patients go, 366 (table) 
waiting lists, 372, 373 
Mental hygiene (see Mental health) 
Mesomorphic 
personality and the, 25 
psychoses and, 27 (table) 
Method 
pedigree, 14-16 
contingency, 15-17 
twin, 18-21 
Milieu therapy, 404 
Milwaukee, distribution of psychotic 
disorders in, 162 
Mobility 
anxiety and, 123, 124 
manic depression and, 168 
schizophrenia and, 168 
Morals (see Organized other) 


N 
Needs (see Drives) 
Negroes (sec Ethnic and nativity 
groups) 


Neurosis (see also Anxiety; Compul- 
sive disorders; Dissociated behav- 
ior; Hysteria; Phobia) 

acting-out, 10 

action and, 62, 63 

anxiety as the core of, 111 

as a personality disorder, 8, 9 

basic characteristics of, 138, 139 
culture and, 156-158 

defined, 138, 139 

dynamic differences of types, 151, 152 
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Neurosis (Cont'd) 
nonliterate societies and, 154, 155 
organized other and, 82 
psychosis and, 8, 9, 106 
schizophrenia and, 219 
self-reference and, 79 
social conformity and, 95, 106 
social structure and, 153-156 
Nonliterate society (see Society) 
Normal (see also Abnormal) 
among patients in a hopeful ward, 
96 
neurotic behavior and, 93 
person in Alorese society, 91 
person in American society, 91 
person in Dobuan society, 91 
person in Mundugumor society, 91 
person in Zuni society, 91 


[e] 


e 


Obsession (see Compulsive disorders) 


Occupational therapy (see Therapy) 
Occupation 


hysteria and, 153 
rates of manic depression by, 173 
(table) 
rates of schizophrenia by, 171, 172 
(table), 173 
Oedipal complex and social relations, 
35% 320, 321 
Offender (see Delinquent; Psychop- 
athy) 
Omaha, distribution of psychotic dis- 
orders in, 162 
Organic disorders 
extent of, 488 
in mental hospitals, 363 
personality disorders and, 8 
Organism, place of in disordered be- 
havior, 27-30 
Organized other (see also Self) 
as differentiated from generalized 
other, 80 
depression and, 82 
guilt and, 80 
neurosis and, 82 
ordered behavior and, 81, 82 
shame and, 80 
social expectations and, 80-82 
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Panic 
in anxiety, 114 
in schizophrenia, 226 
Paranoid (see Schizophrenia) 
Patients (see also Attendants; Doctors; 
Mental hospital) 
agitated type of, 440-443 
attitudes to therapy, 433-437 
attitudes to their disorders and to 
hospital, 416, 417 
behavior classifications of, in first ad- 
missions in New York civil hospi- 
tals, 415 (table) 
benefits of being, 411 
chronic, 437-440 
companionships among, 444, 445 
detention of, 414, 415 
discharge of, 453, 456 
effects of shock therapy upon, 433- 
437 
"forgotten," 488 
hopeful, 432-437 
interaction and conceptions among, 
443, 444 
"isolates" among, 440, 441 
letters to and by, 448 
reactions to restraint among, 418- 
422 
relations with attendants, 428-431 
relations with outside community, 
445-448 
relations with professional staff, 423- 
427 
social positions among, 431 
social world of, 416-423 
trial visits by, 447, 448 
visitors of, 445, 446 
workers and  nonworkers 
chronic, 438, 439 
Peoria, distribution of psychotic dis- 
orders in, 162 
Personal disorders (see also Acting-out 
disorders; Neurosis; Psychopathy; 
Psychosis) 
action and, 63, 64 
as a category of behavior, 8 
cultural complexity and, 99-103 
heredity and, 14 
social reactions to, 11 
sociological approach to, 3-12 
symptoms and conflicts, in, 10, 11 


among 
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Personal disorders (Cont'd) 
types of, 8-10 
Personal disorganization (see also Per- 
sonality; Personal disorders) 
as a prelude to reorganization, 4 
conflict and, 4-7 
cultural norms and, 7, 8 
social disorganization and, 5-7 
Personality 
action and, 63 
biological and social phases of, 58-60 
conceived of as a unity, 55, 56 
defined, 55 
development of, 65 
disorganization and social disorgan- 
ization in, 5, 6 
motives and, 56-58 
reorganization of, 3 
role-taking and, 67-75 
self-system as the core of, 74-76 
Phobic behavior (see also Anxiety; 
Fear; Neurosis) 
anxiety and, 147, 148 
case of, 148, 149 
fear objects and, 148 
private fears and, 147 
processes of, 148, 149 
rational fears and, 147, 148 
Physical illness (see Organism) 
Plainsville, neurotic behavior in, 95, 
96 
Post-hospital adjustment (see Ex- 
patients) 
Poverty (see Occupation) 
Predisposition to disordered behavior 
constitution and, 24-27 
defined, 21, 22 
heredity and, 19, 20, 22, 23 
manic depression and, 21, 22 
neuroses and, 22, 23 
psychopathy and, 23, 24 
schizophrenia and, 15-21 
Prevention of disordered behavior (see 
also Mental health) 
aged and, 514, 515 
approaches to, 489-494 
attitudes of public to, 495-497 
clergyman and church in, 510, 511 
college and, 505, 506 
community aspects of, 506-509 
cultural obstacles to, 516, 517 
displaced person in, 514-516 


Prevention of disordered behavior 
(Cont'd) 
family relations and, 498-500 
function of expert of, 495, 497 
housing and, 497, 498 
industry and, 511, 513 
medical doctor and, 509-510 
need for, 488, 489 3 
school and teacher in, 501-506 
technical personnel in, 494, 495 
techniques of, 493, 494 
unemployed and, 514, 515 
Projection (see Role-taking) 
Psychiatry 
approaches to, 32-35 
classical approach of, 34 
social relations as a perspective in, 
33-35 
Psychiatrist (see also Doctors; Psycho- 
analyst; Psychotherapist) 
as therapist, 333, 334 
commitment of patients and the, 
411, 412 
number per 100,000 persons, 496 
(map) 
role in mental hospital, 387-390 
role in prevention, 494, 495 
training of, 494 
Psychic energy, 58, 59 
Psychonalysis (see also Psychotherapy) 
approach of, 35-37 
changes in, 324-326 
standard, 323 
transference and, $17-322, 327, 328 
Psychobiological approach to disor- 
dered behavior, 33 
Psychologists 
functions of in State mental hospi- 
tals, 394-396 
need for in prevention of disordered 
behavior, 494, 495 
Psychology 
changes in, 40 
social relations as a perspective of, 
40-42 
Psychopathy (see also Acting-out dis- 
orders) 
anti-social behavior and, 294 
attitudes towards self and, 266 
biological explanations of, 270-273 
causes of, 270-279 
conscience and, 267, 268 
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Psychopathy (Cont'd) 
defined, 264 
development of, 273-279 
heredity and, 23, 24 
isolation and, 264, 265 
personality change and, 269, 270 
rates of hospital admissions, 106, 264 
temporal conceptions of, 265 
treatment of, 295 
Psychoses (see also Manic depression; 
Schizophrenia) 
action and, 64 
as differentiated from psychopathy, 
70, 71, 261 
breakdown and, 210-212, 217, 225, 
251-258 
neuroses and, 9 
role-taking and, 70, 71, 73, 74 
self and, 79, 80, 82 
types of, 9, 10 
Psychosexual retardation 
in extreme situations, 59, 60 
in schizophrenia, 191, 903, 205, 206 
Psychosomatic 


approach to personality, 58, 59 
disorders, 156 
Psychotherapist (see Psychotherapy) 
Psychotherapy (see also Psychoanaly- 
sis; Therapy) 


amoral and accepting phase of, 306, 
307 


às a reorganizing relationship, 308- 
310 


as a resocializing relationship, 310- 
812 


as a unique relationship, 304 

as a utilitarian relationship, 305, 306 

common attributes of, 303 

comparative studies of, 335-338 

cross-cultural knowledge and, 317 

defined, 302 

disparate features of, 317 

flexible techniques in, 324, 325 

function of, catharsis and insight in, 
310, 311 

function of the sex motive in, 323 

hypnosis and, 318, 319 

in state mental hospitals, 385, 386 

limits of uncovering, 331-333 

nondirective counseling and, 328 

obstacles to in state mental hospitals, 
390, 391 
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Psychotherapy (Cont’d) 
patient trust in the therapist in, 
307, 308 
role of the patient in, 326-328 
role of the therapist in, 307, 308 
society and, 336 
suggestions for research in, 335-338 
supportive, 331, 332 
theory and practice in, 312, 313 
transference and, 317-322, 397, 
values in, 313-317 
Public 
and the state mental hospital, 377. 
378 
support in prevention, 492, 493 
Puritan divines, as socially normal but 
personally disordered, 96 


328 


' Pyknic (see Endomorphic) 


R 


Rationalization (see Self) 
Recovery Incorporated 
ex-patients and, 484, 485 
function of, 485 
Rehabilitation 
of discharged patients from state 
mental hospitals, 482-485 
programs for, 482-485 
Relatives of mental patients, 445-149 
Repression (see Self: defenses of) 
Restraint 
as an administrative device in the 
state mental hospitals, 421 
attitudes of patients towards, 418- 
421 
Role-taking 
as contrasted with projection, 71-73 
disruption of, 479, 78 
idealization and, 72 
identification and, 69, 70 
in disordered behavior, 72, 73 
in ordered behavior, 71, 72 
in primary group, 69, 70 
processes of, 67, 68 
schizophrenia and, 226-228 
self and, 75-77, 79, 80 
types of, 69 
Rural community 


rates of manic depression in the, 161, 
162 


rates of schizophrenia in the, 161, 162 
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s 


St. Louis, distribution of psychotic dis- 
orders in, 162 
Saulteaux, anxiety among, 126, 127 
Schizoid behavior and heredity, 17 
(chart) 
Schizophrenia 
acting-out perverse type of, 224-226 
adolescence and, 203-206 
ambulatory, 232 
Carrington family and, 193-200 
catatonic type of, 184, 185 
childhood and, 200-203 
chronic type of, 212-217 
culture and, 228-232 
defined, 183, 184 
development of, 187 
dynamic approach to, 187 
effects of ingrown family upon, 188 
effects of parent-child relations upon, 
188-191 
family position and, 191-192 
family relations and, 187, 188 
folie à deux and, 193-200 
hallucination in, 183 
hebephrenic type of, 185 
heredity and, 15-17 (chart), 18-21 
limits of classificatory approach in, 
186, 187 
onset and, 210-212 
paranoid type of, 185 
peer group and, 206, 207 
reality and, 183, 184 
simple type of, 186 
sociological hypothesis of, 226-228 
symptoms of, 184-186 
transient type of, 217-226 
undetermined type of, 186 
School (see also College) 
influence of upon personality, 3 
place of in prevention, 501-504 
Self (see also Ego; Organized other) 
active, 75 
as conception of, 75, 76 
as estimate, 76, 77 
as object, 75 
as system, 74 
defenses of, 82-84 
defined, 74 
glorification of among the Kwakiutl, 
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Self. (Cont'd) 
in manic depression, 253, 254 
in ordered and disordered behavior, 
78-80 
in psychopathy, 266, 267 
in schizophrenia, 226-228 
psychoanalytic version of, 75 
Self-centered, over-indulged personal- 
ity (see Acting-out disorders) 
Sex 
as drive, 56, 57 
as motivation, 59 
role, 191, 203, 205, 206 
Social relations (see also Role-taking) 
as defensive behavior, 86 
as perspective to disordered and or- 
dered behavior, 48-51 
in early life, 56-58 
in psychiatry, 32-35 
in psychiatric social work, 39, 40 
in psychoanalysis, 35-37 
in psychology, 37-40 
in social anthropology. 45-47 
in sociology and social psychology. 
42-15 
in sociometry, 37, 38 
nature of, 49, 51 
occupational roles and, 51, 52 
psychopathy and, 264-266 
psychotherapy and, 302-313 
role-taking and, 69-71 
schizophrenia and, 226-228 
types of, 69-74 
Social Work 
defined, 39 
ex-patients and, 483, 484 
out-patient clinic and, 483 
perspective to disordered behavior, 
39, 40 
psychiatric, 39, 40, 483 
social relations and, 39, 40 
Social Workers, 
function of, 39, 392, 483 
need for, 495 
in mental hospitals and, 392, 393 
(map) 
shortage of, 392 
standards for, 394 
Socialization 
personality development and, 3, $ 
rise of disordered behavior and, 
11 
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ciety (see also Culture) 
ge and disordered be- 
havior in American, 105, 106 
complex, 99, 100 
heterogeneous, 231-233 
homogeneous, 228-230 
impersonal, 124 
non-literate, 230, 231 
Western, 233 
Sociology 
approach 
3-13 
socialization and, 3, 4 
social relations and, 42-45 
Sociometry 
psychodrama and, 37-39 
social relations and, 37, 38 
Somatotonic 
body-types and, 25, 26 (table) 
psychoses and, 97 (table), 98 
State mental hospital (see Mental hos- 
pital) 
Suicide (see Depression) 
Suppression. (see Self) 
Symptoms 
analysis of, 10 
of disordered behavior, 10 
personal conflicts and, 10 
static approach to disordered be- 
havior and, 10 
Syndrome (see Symptoms) 


to disordered behavior, 


T 


Teachers 
function in mental health, 501, 502 
unstable, 502 
Techniques for treating and prevent- 
ing disordered behavior, 493, 494 
Technology 
disordered behavior and complex, 
98-103 
disordered behavior and simple, 100- 
103 
Tensions (see action, conflict) 
Therapy (see also Psychotherapy) 
electroshock, 384, 385 
hydro, 383, 384 
insulin, 384, 385 
occupational, 382, 383 
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Transference (see psychoanalysis) 


U 
Ulcer, 
as psychosomatic disorder, 156 
occupations and, 156 
Unconscious 
anxiety and, 120, 121 
dreams and, 121, 122 
in personal development, 65, 66 
repeated behavior and, 64, 65 
Unemployed 
function in disordered behavior, 514 
function in schizophrenia, 514 
prevention and, 514 
Urban community (see also Ecologi- 
cal) 
family and the, 498-501 
rates of manic depression in, 164, 
165 (map) 
rates of schizophrenia in, 162, 163 
(map) 164 " 
v 
Values 
collapse of, 128-130 
goals and, 7, 8 
psychotherapy and, 313-317 
Variant (see Abnormal behavior) 
Victorian period, role of women dur- 
ing, 323 
Visceratonic 
body-types and, 25, 26 (table) 
psychoses and, 27 (table) 28 


w 


Western societies 
havior, 233 
Witch, abnormalit 

Women 
Alorese, 132, 133 
Marquesan, 103, 104 
presumed inferiority of, 323 
psychotherapy of, 322-325 


and disordered be- 


y and the, 92, 96 


Z 


Zuiii, normal behavior among, 91 
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